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Executive Summary

Title: Evaluation of the Field Epidemiology Training Program
Contract 200-96-0599, Task 3

Number:

Sponsor: Division of International Health

Epidemiology Program Office

Centersfor Disease Control and Prevention
1600 Clifton Road,

Atlanta, Georgia 30333

Contractor: Battelle Memorial Institute
Centersfor Public Health Research and Evaluation
2101 Wilson Boulevard, Suite 800
Arlington, Virginia 22201

Pur pose of the Study

pl This report presents the results of an evaluation of the Centers for Disease Control and
Prevention’s (CDC's) Field Epidemiology Training Program (FETP) of the
Epidemiology Program Office (EPO). The purpose of the evaluation was to assess the
effectiveness of the FETP in achieving CDC'’ s objective of building capacity in
applied epidemiology in participating countries. The evaluation was designed to
provide CDC with lessons learned across FETP programs — information that can be
used to improve established programs and to assist with the development of new ones.

Background

pp 2-13 In 1995, CDC'’s Epidemiology Program Office requested that Battelle evaluate the
FETP to assess the program'’ s effectiveness in augmenting epidemiol ogic capacity in
host countries. An important issue was the ability of the FETPsto address the
changing public health needs of their countries and the international community.
Although eight interim process evaluations of FETPsin participating countries had
been completed by external evaluators, the overall approach of the FETP to building
epidemiological capacity in host countries had never been evaluated. This report
documents the first effort to assess the reach and effectiveness of the FETP program
using asingle set of instruments across multiple programs.
The FETP is atwo-year international training program, modeled after the successful
Epidemic Intelligence Service (EIS) training program in the US, that is administered
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pp 14-15

by the Division of International Health in CDC’ s Epidemiology Program Office.
FETPtraining is characterized by a*learning-by-doing” approach. CDC’s specific
goals with respect to the FETP are: (1) to train public health professionalsin applied
epidemiology, (2) to promote the sustainability of training programs, and (3) to initiate
and maintain an international public health network that enhances the participating
country’ s epidemiol ogic capacity.

The FETPs areinitiated under agreements between CDC and the country based on a
request for assistance to develop a program and demonstrated capacity of the host
country to support one. FETP implementations transition through an initial period,
with support of afull-time CDC consultant, to become autonomous programs operated
by host country staff. The final goal isinstitutionalization of programsin the Ministry
of Health or other host country organizations. After an FETP becomes autonomous,
CDC provides specialized technical assistance on request and coordinates an annual
international scientific meeting and an annual FETP Directors' Meeting.

The design of the FETP included several weeks of didactic training to provide a
foundation in epidemiologic methods and bi ostatistics followed by supervised field
work. The program requires that training take place in the host country, that the total
duration of training be at least two years, and that at least 18 months of the training
consist of an applied field component addressing epidemiologic problems of public
health importance.

Thefirst FETP was established in Thailand in 1980, in response to arequest for
assistance from the Thai Ministry of Health (M OH), through collaboration among
CDC, the World Health Organization (WHO), and the That MOH. Within two years
of theinitiation of the FETP in Thailand, improvements in arange of epidemiological
services were noted in that country. Asthis program’s success became known, other
countries showed interest in building their own FETPs. Programs have since been
initiated in 14 countries. Australia, Colombia, Egypt, Hungary, Indonesia, Italy,
Mexico, Peru, the Philippines, Saudi Arabia, Spain, Taiwan, Uganda, and Zimbabwe.

Evaluative Objectives

While we assessed the FETP as a whole by examining the experience of five
FETP/Public Health Schools Without Walls (PHSWOW) countries, thisis an
evaluation of the FETP as a CDC program rather than an evaluation of any individual
program.

The evaluation focused on the degree to which CDC' s goals and objectives for the
FETP had been met in the countries visited. We looked at methods for the
recruitment of countries and of trainees, the quality of training, the public health
usefulness of the FETP, the sustainability of programs, and the role of the program in
creating national and international linkages among field epidemiologists. The study
also assessed the influence of contextua factors on these elements of the FETP.
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M ethodol ogy

The evaluation methodology used in this study was comprised of four steps: (1)
develop a conceptual modd for how the FETP was expected to operate to achieveits
objectives; (2) derive research questions, indicators and study instruments from the
conceptua model; (3) conduct data collection; and (4) complete data analysis.

Defining the program logic model. The logic model defines hypothesized
relationships among inputs to the program from CDC and host countries, the operation
of thetraining program itself, and the outcomes of the program. FETP inputsinclude
the efforts of CDC and host country officials to assess the feasibility of the FETP and
the resources available to support it; fund-raising; identifying and hiring the CDC
consultant, designing the curriculum and recruiting trainees. These activities lead to
initiation of the two-year training program. ldeally, successful implementation of the
program produces qualified field epidemiologists who follow careersin the public
health sector of their country. Thisin turn has an impact on the public health
infrastructure of the host country, asreflected in more effective surveillance systems,
better prevention and control programs, and the expansion of national and
international networks within and between countries. Contextual factorsimpinging on
the FETP process might include decentralization of health servicesin host countries,
limited funding, and changes in host-country political priorities.

In conceptualizing the FETP evaluation, we took into account the multiple
perspectives of CDC staff, public health officials in host countries, and participants
themselves. We broke out program goal s, objectives and outcomes for each of these
stakeholders, then derived an integrated perspective summarizing consensus as to
what al would agree constitutes an effective program. We based core research
questions and study instruments on the integrated perspective, remaining alert during
data collection and analysis to points of disagreement that might come from
differencesin stakeholder perspectives.

Deriving resear ch questions and instrumentation. Research questions defined key
dimensions of the evaluation and were designed to €licit the information needed assess
the program in relationship to the logic model. There were five key research questions
for this study.

# Program recruitment and development: Are CDC’s methods for
recruitment and start-up of programs appropriate for recruiting countries
likely to implement an effective FETP program?

# Quality of FETP training: Isthe training delivered in the program — in
terms of the curriculum, trainee support, faculty qualifications, and the impact
of the program on the professional lives of the graduates — adequate to
promote the development of trainees into public health professionals who can
apply epidemiologic methods in apractical way to a variety of problems?
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# Public health usefulness: Are FETPs addressing the public health needs of
their countries in ways that decrease the likelihood of disease outbreaks and
lower the global risk of disease?

# Professional linkages: Has CDC succeeded in forging FETPs into an
international epidemiologic network, increasing the effect of the program by
facilitating cooperation among multiple participants in the program?

# Sustainability: Can FETPs be sustained successfully following withdrawal
of CDC' s on-site consultants, reflecting development of infrastructure that is
independent of ongoing CDC support?

Specific study questions were developed to address each of these research questions.
The data collection instruments were devel oped to operationalize the study questions
and assure uniform coverage of all issuesin all study sites. Instruments were piloted
with FETP Directors and graduates attending the 1997 meeting of the International
Clinica Epidemiology Network. Following the pilot test, procedures and instruments
were revised and submitted to the Office of Management and Budget for approval.

Data collection. Data were collected through correspondence with and site visits to
four FETP countries — Mexico, the Philippines, Spain and Thailand — and from the
Rockefeller PHSWOW programin Uganda. The number of countries chosen was
determined by funding available for this study. We selected the first four countries
because they had autonomous programs that were currently producing graduates. We
sought geographic balance, and required that two countries be Spanish-speaking to
assess the effect of language on FETP implementation. We added the PHSWOW to
assess the effectiveness of this more academic model for training in applied
epidemiology. The Uganda PHSWOW has a CDC consultant and operates much like
an FETP, but is not yet autonomous.

Three kinds of data were collected from the five countries. These dataincluded amail
survey of the universe of FETP graduates; archival data on the history of the program
provided by in-country FETP staff; and semi-structured interviews with FETP
directors, administrators, faculty, graduates and traineesin the five countries. We also
interviewed Ministry of Health officials and other “users’ of FETP graduatesin all
five countries and held a focus group with program graduates in each country to
discuss their professional careers after graduation and how the FETP had affected
them.

Data processing and analysis. Interview notes were checked by both researchers
present at the interviews. Tape recordings of the interviews were used for
clarification. The interview notes were then content-analyzed using the text analysis
software The Ethnograph®. The research and study questions were used to organize
data processing, data analysis, and report writing for this evaluation. Each research
question and each study question was assigned an analysis code, and that code wasin
turn assigned to appropriate dataitems or text segments. Interview data were sorted
by analysis code, reviewed, and summarized prior to report writing. Data from the
graduate survey were cleaned and verified in Microsoft Access® and analyzed in
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SAS®, and cross-site tables were congtructed to present the datain summary form.
Archival data provided by FETP Directors was verified and loaded directly into cross-
sitetables for use in the report.

M ethodological limitations of thisstudy. There are several limitationsto this study
that should be taken into account in the interpretation of the findings. We did not visit
al FETP countries, and our findings cannot be generalized to all of them. Itis
important to note that our focus on autonomous programs means that we do not know
why programs fail. Additionally, more data were collected from some countries than
others because response rates on the different data collection instruments varied.

Major Findings

Program Recruitment and Development

Recruitment of the early FETPs was generally initiated after the host country
requested some type of CDC technical assistance. CDC responded by beginning a
dialog about the benefits of developing field epidemiologistsin the country. Looking
back to the early days of the four autonomous programs visited, it is striking that each
had strong backing from one of several |eadersin the health sector of their country.
Thisfirm commitment to the concept of the FETP on the part of key officials
continued into the implementation phase, even after the in-country founders of the
FETP moved on to other things. Initiation of the FETPin al four of the countries
resulted from arealization on the part of these key people that the country lacked a
solid knowledge and manpower base in field epidemiology.

Quiality of Training

All four FETPs dedicate more time to field work than to class work, as specified in the
design of the FETP itself. Graduates of the Uganda PHSWOW reported a 50/50 spilt
in the two components. Practically al of the respondentsto the graduate survey
(greater than 92%) in the five countries visited reported that epidemiological concepts,
tools and methods, prevention and control of specific diseases, and understanding of
health services delivery systems were included in the didactic portion of their training.
Many respondents (71 to 100%) also reported that their training provided them with
opportunities to characterize a public health problem, carry out epidemiological
research projects, and communicate epidemiological information. In all of the country
FETPs we visited, dissemination skills were part of the core curriculum for both
classroom and field training. Consonant with the FETP approach, formal instruction
in dissemination principles and precepts is supplemented by opportunities to apply
knowledge to real world problems

Training in management skills, such as planning, evaluation and health care financing,
were less consistently reported by graduates. The relatively low number of graduates
recalling training in communication and dissemination skillsis also noteworthy.
Responses by the FETP directors to questions about curriculum on the archival data
form do not always coincide with what the graduates reported in terms of curriculum
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content. Graduates were more likely to remember qualitative methods, health services
delivery systems, and research methods than were directors.

Respondentsin all of the countries visited thought that one of the best things about the
training program is the flexibility of the curriculum. Another strength of the program
that was emphasized by respondentsis the “learning-by-doing” approach that is
characteristic of the FETP model. Respondents also noted severa aspects of FETP
training that need improvement. At least afew graduatesin all five of the site visit
countriesindicated that a stronger focus on health economics and statistics would have
helped them better address the challenges they face in their public health practices.
Program planning and evaluation were a so identified by the respondents as content
areas that could be given more emphasis during training.

Our interviews with public health professionals who are “users’ of FETP trainees
suggested a number of areas where FETP participants are acquiring new skills that
assist them with outbreak investigations. Interviewees mentioned better use of the
scientific method and a systematic approach to problem identification, more routinized
and formal methods for documenting and monitoring emergent health problems, better
coordination with local health officials around the initiation of control procedures, and
better diffusion of knowledge to both health professionals and the public in affected
communities. Respondentstold usthat FETP trainees also learn to be creative and to
use combinations of methods in their activities.

With decentralization of the health systemsin all of the countries visited, those
coordinating outbreak investigations are adopting a model of “ dispersed expertise.”
This approach is moving the FETP from arole as the actua “outbreaker” to amore
facilitative role, linking field investigations being conducted by local public health
workers with knowledge and resources available nationally. FETP participants
become the trainers and supporters of local health professionalsinterested in
developing their own set of scientific and investigative skills. FETP participants also
play arole as educators of local hedth professionals and the public, as interventions
are designed and implemented or as preventive measures are instituted.

The majority of respondents — whether trainees, graduates, trainers, or Ministry of
Health officials— agreed that FETP training has improved the range and scope of
jobs open to alumni of the program. The program is generally considered to be a
“stepping stone” to positionsin the Ministry of Health. Although other employment
options are available to graduates, the mgjority of alumni remain in the public health
sector. Intwo of the countries visited, FETP graduates have moved up through the
Ministry of Health to decision-making positions.

Public Health Usefulness.
Respondentsin the study countries stated that the epidemiologists trained by the FETP
have had a noticeable impact on the quality of their national public health programs.

As one might expect in the countries with long-established programs, FETP alumni
are functioning at multiple levels within the public health system.

Xiv



“Users’ of FETP graduates recognize that the program produces quality public health
physicians who have a distinctly different perspective from that of academically
trained health professionals. At the sametime, the FETP israising the public health
consciousness of academicians and clinicians by providing a more scientific basis for
public health action.

FETP participantsin all five study countries are conducting outbreak investigationsin
increasingly decentralized public health systems. Districts, regions, and provinces are
developing their own capabilitiesin outbreak investigation and the number of
outbreaks being referred to the national level is steadily dropping. Respondents
suggested this requires a new response on the part of the FETP, a move beyond
“firefighting.” Epidemiological tools should be applied not just to acute infectious
diseases but to other conditions affecting the health of the population, such as chronic
diseases and occupational and environmental health problems.

The diffusion of the application of epidemiological tools mirrors the change in scope
of outbreak investigations from the national to the regional and local level. The use of
epidemiological methods was previoudly concentrated in the national Ministries of
Health. The proper use of these methods is now being diffused to professionalsin
regiona and local Ministry of Health offices as well asto physiciansin local hospitals.
For example, a graduate focus group participant in Mexico reported that due to the
work of FETP physicians X including surgeons and oncologists X hospitals are more
sensitive to unusual cases and better able to correctly identify outbreaks and
epidemics. This more widespread awareness of the value of epidemiology forms a
basis for cooperation of public and private health sectors around issues affecting the
health of the population.

We were told that the efforts of FETP staff and participants are leading to reductions
in morbidity and mortality in host countries, and were given specific examples of
public health actions undertaken that prevented or controlled outbreaks. Trainees
become an important resource in outbreak investigations even while they arein
training. FETP participants have had numerous impacts on surveillance systemsin
their respective countries, particularly on communicable disease surveillance. For
example, they have used surveillance data to identify high-risk populations and target
them for appropriate interventions. A very important contribution being made to
surveillance by FETP participantsis through support and technical expertisein
developing surveillance capacity at the local level.

FETP activitiesin chronic disease and trauma are less prominent than those in the
infectious disease area. Asinfectious diseases are brought more and more under
control in FETP countries, chronic diseases and occupational and environmental
health problems are increasing in relative importance. Agencies currently responsible
for environmenta and occupational health in the study countries are beginning to
reach out to the FETP for collaborative ass stance.

Most respondents felt that the FETP program and its participants had made great
strides in the area of information dissemination. Activities mentioned by respondents
include written reports and articles, presentations at meetings and conferences, and
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interactions with the media. Because media interactions are an especially important
areafor public health practice, several FETPs felt they were not doing enough in the
area of mediardations. The notable exception is the Philippines FETP, which has
taken a proactive approach to working with the media, including talking to reporters
about the basic principles of outbreak investigation.

Although the public health impact of the FETP has been greatest in the areas of
disease reporting systems and the collection of reliable data, FETP graduates are
entering employment with responsibilities for program design, monitoring, and
evaluation. Asthey assume positionsin the provinces, the FETP graduates are
becoming part of a network of trained field epidemiol ogists who know how to analyze
and interpret data. Because of this, regional political decision making isincreasingly
being influenced by the technical training FETP has provided.

The FETP was not formally conceived as a“train-the-trainers’ program. However,
the data from the survey of graduates suggests that a great deal of training is going on.
Only 9 out of 135 graduates surveyed told usthat they did no training at all. Most
training delivered by FETP graduatesis given to public health co-workersin national
or local public health settings, although training of medical staff and university
training are also important activities.

Professional Linkages.

One of the objectives of this evaluation was to assess whether FETP contributes to the
creation of professiona linkages among epidemiol ogists both nationally and
internationally as an outgrowth of the training. Here professional linkages are broadly
defined as any kind of information exchange or collaborative work addressing public
health problems. The FETP has contributed to increased communication between
graduates and other public health professionals nationally through support for
conference participation, fostering the devel opment of presentation skills, and
encouraging publication by trainees.

FETP directors were aware of ongoing professional communication and collaboration
among graduates in their countries and were able to provide concrete examples of this
from the preceding six months. In al five countries visited, FETP graduates
participate in epidemiology societies and/or public health associations at either the
regional or national level, frequently presenting papers on public health topics. Over
one-half of all graduates in each country have submitted manuscripts to national
and/or local publications.

However, there is not always an infrastructure to support continuing contact among
graduates. In the Philippines, where most graduates are employed in the government
sector, they have established an FETP Foundation that they are using to support efforts
to contract their services as private individuals. Other countries have active informal
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networks of graduates operating through friendships formed during the training and
contacts are supported through more formal structures such as annual meetings.

Professional linkages with other disciplines and the public is an areain which many of
the FETP programs have been struggling. Respondents recognize the importance of
these links but often feel that there are serious deficienciesin the current networks.
Key areasidentified as needing better linkage include clinical health and medical
specialty groups, laboratory systems, social and behavioral sciences, occupational and
environmental health sciences, the public and the media, and elected officials. There
are some notabl e successesin creating better linkages with hospitals and laboratories,
linkages that were important in identifying and creating field opportunities for trainees

Opportunities for FETP graduates to interact with public health professionals from
other countries have been more limited. The strongest international links of FETP
programs are those directly with CDC. Connections between FETP organizers and
CDC existed at some level prior to FETP, and were instrumental in generating the
FETPinthefirst place. With the implementation of FETPs, these links have become
stronger and have broadened to include other institutions in the United States.

Thereislittle evidence of any kind of an international network of FETP graduates,
independent of CDC. The annua meeting of FETP directors provides an opportunity
for some contact. However, the graduates themselves do not feel that they have had
appropriate opportunities to learn about the activities of their counterparts in other
countries. Only asmall percentage reported that they had communicated via phone,
fax, or email, let alone face-to-face, with another FETP trainee or graduate from a
country other than their own in the past six months. There is some evidence of
regiona level networks forming in Asia and Europe.

Several contextual factors hinder the emergence of strong international networks.
Most FETP programs are located in non-English-speaking countries. While FETP
participants normally can communicate in English, their ability to perform at a
professiona level in thislanguage varies considerably. Accessto the Internet remains
limited in many countries, thus restricting opportunities for communication at a
distance. The high cost of travel to international meetings is another obvious
limitation on person-to-person contact.

Sustainability

Sustainability refersto the capacity of FETP programs to continue to function after an
initial period of substantial outside technical assistance. We defined two indicators of
sustainability in the protocol for this evaluation: ongoing production of graduates after
attaining autonomy, and institutionalization. Autonomy indicates that the FETP
program operates without a CDC consultant or other regular technical support from
CDC. Ingtitutionalization indicates that a program has |eadership by a national
director, an organizational identity within a national institution, a budget and authority
to commit it, and self-sustaining cycles of graduation.
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These indicators demonstrate that as a whole the multi-country programis doing well
in moving individual FETPs to an autonomous status. Nine of 14 countries still active
in the FETP discontinued their relationship with an external CDC consultant at |east
two years ago. Of the autonomous countries, seven meet the definition of
institutionalized, although the stability of organizational location and funding is more
certain in some countries than in others.

The data obtained from our site visits show that prospects for sustainability are
improved to the extent that a demand for trained epidemiologists continuesin the
country, the FETP remains responsive to public health needs, graduates of the
program are able to successfully address those needs, and the public health decision
makers are aware of the role of FETP in meeting those needs

All FETP programs were initiated in response to a perceived need by the host country
for additional epidemiologists, particularly field-level epidemiologists — a need that
continues. The need for epidemiologistsin FETP countries persists and has even
increased in recent years largely due to the decentralization of health servicestaking
place. Especially important for the survival and long—term health of FETPsisthe
capacity to respond to a critical need for applied field epidemiology training at the
community level under newly decentralized health systems. The success of the FETP
may depend on the degree to which it is able to do thisin each of the host countries.
Respondents made clear to us that new regional and local health agencies cannot
simply replicate operations from the national level. Rather, these agencies need
knowledge of and information about public health problems at the local level in order
to make decisions and develop solutions. Respondents often stressed that there are
still many health workers who do not understand basic epidemiologic principles, and
that there are not enough epidemiol ogists to make maximum use of surveillance
systems and data for disease prevention and control.

The sustainability of the FETP is also strengthened to the extent that the program fills
avital need that is not successfully met through other public health training programs.
For example, the research focus of most academic programs means they are less
oriented to applied public health needs (outbreak investigation, surveillance, disease
control, etc.) than is FETP. The FETP has produced a new group of epidemiol ogists
who can fill key positions in the health ministries of their countries. However, for the
FETP to build and maintain the support of important public health institutionsin their
countries, it isimportant that they seek opportunities to work with alternate training
programs. The difference cited most often between the FETP and MPH programsiis,
of course, the more field-oriented approach of the FETP. Most of our informants felt
that the FETP in their country could be strengthened through stronger ties with
university and hospital-based MPH programs, although they were averse to turning the
FETP into an academic program.

Institutionalization implies that the FETP is placed in some part of the Ministry of
Health that supports its mission by supplying staff, funding, and a national director.
One respondent suggested adopting the CDC model, in which the FETP would have
its own staff and laboratory support — a complete institution that could
simultaneoudy provide training and service. We did not observe an FETP operating
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in this comprehensive manner in any of the five site visit countries, although severa
had created strong relationships with laboratories and hospitals in support of training
activities.

Barriers to sustainability stem from uncertain political support within the national
health system, an underdeveloped infrastructure for health, and funding limitations.
Continuing political support is necessary for maintaining the FETP over timeand is
best assured by the movement of FETP graduates up through the ranks and into
decision-making positions in health ministries. Full recognition of the FETP may
require more political support than is currently being provided by the health ministries
in countries that, currently, have stable programs. For example, in one country,
regiona directors often request FETP graduates to work with them, but thereis no
official commitment of the health ministry to support this relationship.

FETPs need the flexibility to broaden the content of the program to assure
sustainability of the programsin the rapidly changing political environments
surrounding health in many of the host countries. In one country, we were told that
other agencies are devel oping epidemiologica capabilities. If the FETP continuesto
be based on surveillance and outbreak investigations alone, these activities may be
taken over by the regional health units, leaving the FETP without aniche. One
approach isto counter this with a national focus on disease causation and control,
including risk factor assessment, in planning national health policies. In another
country, we were told that there are real questions about the need for the current kind
of training in the future, suggesting a need for the FETP to move into new areas and
increase technical competenciesif it isto grow and develop.

Decentralization of the political and health care system has changed the political

stakes for epidemiology. Increasingly the financial resources for public health are
located in communities. Political and financial support for the program must therefore
be sustained at both national and regional levels. Trainee recruitment can be affected
because trainees, often employees of regional or local health agencies, must be given
release time and at least some funding from localitiesin order to attend FETP training.
Manpower shortages at the local level and a scarcity of funding to provide trainees
salaries during their absence can be difficult at the local level where resources are
limited. In addition, returning trainees may command higher salaries due to their
newly acquired skills, salaries that local health agencies may find difficult to meet.

Permanent placement of the FETP in a Ministry of Health reduces political threatsto
sustainability, but this kind of institutionalization may not be stable in countries with
rapidly evolving health systems. We heard strong opinions about the necessity of
keeping the program located within a health ministry in order to ensure that it remains
field-based and responsive to the needs of the country. However, even though
incorporation into auniversity setting is resisted, FETP directors desire better
integration of the FETP into the academic sphere to strengthen the theoretical basis of
the program and linkage of FETP graduates to national and international health
professional networks.
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Inadequate support for trainers may limit the capacity of the FETP to continue training
or to expand the training to meet changing needs. In many countries, FETP faculty
activities are part of the responsibility of service-oriented staff in the health ministries.
The academic and methodol ogic background of the trainersis not always strong. But
trainers seldom have opportunities to enhance their skills because of other
commitments. In one country, trainers we spoke with emphasized the importance of
what they were doing as FETP trainers, but pointed out that they could only volunteer
for alimited time without release time or asaary.

Support of FETP trainees, for salary and living expenses as well as the direct costs
associated with training, is essential for long-term continuation of the program. At
present, trainees often struggle to maintain their participation in the program. Some
receive all or part of their salaries from the nationa or regional health units that
employ them. Many do not. Others maintain households for their familiesin their
home community because the costs of living are prohibitive in citieswhere training is
held. Therewill, of course, aways be some who are willing to make such sacrifices to
receive training. However, the need for such sacrifices does not bode well for the
sustainability of a program over time.

Recommendations

In devel oping this section, we have tried to focus our recommendations on program
areasin which CDC can exert some influence. Since CDC’sroleislargely ina
facilitating and advisory capacity, many of these recommendations can only be
implemented through CDC’ stechnical influence and prestige.

Recommendationsfor Improving Program Recruitment and Development

In establishing new programs, CDC should look for a strong in-country counterpart to
champion the program in the Ministry of Health (or similar national agency) in which
the FETP must eventually become institutionalized. CDC should identify these
individuals early in the process and assure their commitment to the FETP.

CDC should work to develop guidance for new FETPs based on precedent, learning
from past problems and difficulties as well as from successes, and focusing on the
fundamenta elements of programs that work. For example, we have seen in this study
that it would be agood ideato liberate trainees from some of their work when they
return to their positions during the second year of the program. CDC could bring this
information to negotiations for future studies.

Before CDC commits to the support an FETP, they should be assured that al parties
involved agree on the conditions under which the program is being initiated based on
lessons learned in other countries. If thereis significant deviation from what
experience has shown to be effective, CDC should consider carefully the likelihood
that the program may fail to reach autonomy or become institutionalized.
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CDC should encourage FETPs to broaden the trainee selection process by involving a
variety of Ministry of Health program directors, as well as representatives from other
government agencies concerned with occupational health, environmental health, injury
and other non-communicable disease areas. Thiswould improve buy-in to the FETP
at the national level and might enlarge the trainee pool by making the program more
broadly known to other potential users of FETP graduates.

Recommendationsfor Improving the Quality of Training

CDC should encourage host country programs to develop aformal curriculum that
covers other surveillance systems, moving beyond infectious disease into surveillance
of non-communicable diseases, injuries and violence. There should aso be training in
the application of other epidemiological methods to these conditions.

The field experience should be broadened to include the application of

epidemiological methods to a variety of public health issues so that trainees will gain a
wider experience in program planning and evaluation, public health administration,
health economics and similar areas. Thiswill prepare trainees to address the
increasingly complex problems being referred to FETPS from the regional and local
levels.

Material on the political realities of public health delivery and its implications for
managing outbreaks and other public health problems should be covered. Practicing
epidemiologists will need increased political sensitivity under decentraization. They
can be prepared for thisif it is explicitly addressed as part of their training. Inthis
context, media relations should be part of the FETP curriculum to prepare traineesto
work with the press. The Philippines FETP provides amodel of how this can be done.

Training should make better use of targeted, specia purpose workshops that provide
trainees with specialized training and expertise. For example, one graduate suggested
aworkshop on how to conduct negotiations with superiorsin Ministries of Health.
Another suggested ending training with a workshop that integrates all of the elements
presented in the program. Whatever the topic, focused attention on acritical issue for
one or more daysis agood way to forge theoretical and practical experienceinto a
useful tool.

Distance learning options should be explored for trainees who may not be able to
leave their positions for the full length of the program. Make optimum use of existing
technology and be prepared to upgrade technological approaches as better ways of
doing this become available.

Recommendationsfor Improving Public Health Usefulness

For the greatest impact of the FETP on the country’ s public health infrastructure,
trainees must apply their training effectively. Epidemiology training alone will not
create public health systems that can adapt to shifting organizational arrangements and
emergent public health needs; it must be applied to the country’s leading health
problems.
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FET Ps should be encouraged to move from a reactive to a proactive mode, exerting
their influence on decision-makersin the Ministry of Health to promote important
public health goals especially for surveillance. Surveillance systems are needed that
will help identify problemsin advance of a crisis, so that communities can be advised
about preventive measures. When the needs of the country warrant it, they should
move strategically to establish surveillance of conditionsin addition to acute,
infectious diseases, including chronic diseases, trauma and injury, and occupational
and environmental health.

CDC can encourage FETPsto broaden the program to include training in the basic
skills of management and administration, program design and development, planning
and evaluation. These can provide important connections between the FETP and the
policy and decision-making apparatus in Ministries of Health. In many programs, the
majority of FETP graduates will end up in positions with administrative
responsibilities at various levels. In these positions, FETP graduates will need to be
ableto plan and evaluate programs, as well asto design, implement, and monitor
interventions and health systems.

When programs fail, they almost always fail because of afailure of leadership and
team-building. Even in the course of the core FETP activities of surveillance and
outbreak investigation, team-building and |eadership skills are important for the
mobilization of staff and health professionalsin support of these activities.

L eadership can and should be taught and practiced in training programs like the FETP.

Recommendationsfor Improving Professional Linkages

Establishing FETPs in the participating countries has devel oped and strengthened the
ties of the host countries to CDC and other health organizations in the United States.
Connections through the CDC consultant during the early years of the programs have
led directly to important contacts and collaboration with public health researchers at
CDC and elsewhere. Although FETP has not yet had alarge impact on broader
international networks, thisis arole that the long-standing programs are eager to see
grow and expand.

It would be helpful if CDC could expand its efforts to place the FETP within an
international network of public health organizations. Its role would encompass
helping to develop the basis for an international epidemiologic network that should be
governed and managed outside of CDC. The Association of State and Territorial
Health Officialsis amodel for this. Also, regional networks would be an important
step to broaden the base of participation in the network and generate new sources of
regionally appropriate technica assistance.

Another important role for CDC would be to provide language and editoria assistance
for publications by FETP graduates in English-language international journals. CDC
has clear expertisein this area and this kind of support fits well within CDC’s
technical assistance mission.
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Improved language support services at international meetings for epidemiologists
whose primary language is not English isimportant. This could be done by
mobilizing people who are bilingually competent as facilitators. It would be helpful to
provide or designate trand ators to help with questions at FETP Directors’ Meetings
and other international meetings. CDC should translate written material at least into
Spanish. FETP directors and trainers, even trainees, may be willing to help if asked.
Recommendationsto | mprove Sustainability

Many of the recommendationsin this area dea with waysto look ahead to autonomy
and institutionalization of FETPS and prepare the way for thisto happen. This can be
done by advance planning and by seeking opportunitiesto ensure that the FETP is
recognized widely for the good work that it does.

CDC could work with host countries to raise the profile of FETP achievements so that
the program can maintain itself despite political changes and can continue to attract
trainees. Sometimes there are problems with communication and dissemination of the
program’ s accomplishments, and people who make decisions about priorities and
funding in the Ministry of Health need to be convinced of the benefits of FETP.

It isimportant to seek opportunitiesto help health administrators, at all levelsand in
al sectors of the health system, to understand the importance of epidemiology as a
public health science. This can be done by showcasing the FETP in any way
available: at professional meetings of other medical fields, at special purpose
conferences, and in professional and popular publications. The role of the FETPs as
advocates for epidemiology in the health sectors of their respective countries was a
recurring themein our site visits. One respondent told us that clinical epidemiology
will not have an impact on the larger health issues, yet that is where the best people
are heading. There needs to be greater recognition for field epidemiology for the
FETP to thrive and accomplish its public health mission.

There needs to be an increase in the profile of the program in the Ministry of Health.
Faculty support, through sponsorship of ongoing, in-country research with short-term
or long-distance technical assistance from CDC, would be of great benefit. This
would aso provide research opportunities and an example for trainees. It aso could
generate afavorable reputation for the FETP among government officials, academics
and clinical practitioners.

Sustainability can be enhanced by developing a broad and precise consensus among
health professionals at the district, regional, and local levels about what the FETP can
do in the community. Establishing a dialogue around the FETP at the community
level will generate buy-in, and potentially trainees, so that interest in the FETP comes
from inside the community rather than being foisted on the community from outside.

Finaly, at start up, CDC can work with in-country health professionals and CDC
consultants to devel op an institutionalization plan appropriate to the specific country.
This should contain goals and objectives, proposed methods for attaining them, and
reasonable timelines. This plan should be monitored and discussed as part of regular
program reviews.
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Recommendationsfor CDC’s Future Rolein the FETP

Many of these recommendations cannot be implemented directly by CDC because of
the nature of the FETP. To protect the flexibility of the program and the in-country
ownership that is essential for sustainability, CDC can only give advice as
persuasively as possible. However, there are three clear roles for CDC that are
relevant to FETPs X whatever their relationship to CDC, their own Ministries of
Headlth or their stage in the FETP process.

First, CDC can provide prestige and political clout to those in-country advocates who
are championing the program. Sometimes just having visible CDC involvement
improves the position of the Ministry of Health in leveraging support for the program.
For example, having country FETP staff go to Atlanta or participate in international
meetings or having site visits from CDC staff can help raise the profile of the FETPin
the host country.

Secondly, specialized technical assistance isimportant. Thisisarole that CDC — and
especialy the Epidemiology Program Office X has often effectively assumed to
support public health in the United States as well asinternationally. Short term, long-
distance technical assistanceis best. Long-term support in-country isvery costly.
However, respondents, even in autonomous countries, see a need for continuing
CDC’srolein providing specialized technical assistance on request.

Finally, support of an international network isarole that CDC has played in the past
and can continue to play in the future. Thisisa special but not aways problem-free
niche that CDC has established over the 18 years of the FETP. CDC'sfocusison
turning over the work of building and maintaining connections to colleagues in other
parts of the world. Top-down networking will not work. Unless a network emerges
from the bottom up, there will not be the initiative to activate it and useit. CDC’'srole
should be that of aleader among equals, recruiting others to help build and maintain
stable linkages.
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1.0 Introduction

In this chapter, we describe the purpose of the evaluation reported in this document. We present
adescription of the Centersfor Disease Control and Prevention’s (CDC) Field Epidemiology Training
Program (FETP) as it was conceptualized by CDC and implemented in selected countries. In the final

section of this chapter, we present a guide to the remainder of this report.

1.1 Study Purpose

The purpose of this evaluation was to assess the effectiveness of the FETP in achieving CDC’s
objective of building capacity in applied epidemiology in participating countries. The evaluation focused
on the current status of the FETP in multiple in-country implementations, including recruitment of
countries, the quality of training, the public health usefulness of the FETP, the sustainability of programs,
and the role of the program in creating national and international linkages among field epidemiologists.
The study also assessed the influence of contextual factors on these el ements of the FETP and will
provide CDC with lessons learned across FETP programs, information that can be used both to improve
established programs and to assist with the development of new ones.

In 1995, the Epidemiology Program Office of CDC requested that Battelle evaluate the FETP to
assess the program’ s effectiveness in augmenting epidemiologic capacity in host countries. An important
component was the ability of the FETPs to address the changing public health needs of their countries and
theinternational community. Although eight interim process evaluations of FETPs in participating
countries had been completed by external evaluators, the overall approach of the FETP to building
epidemiological capacity in host countries had never been evaluated. This report documents the first
effort to assess the reach and effectiveness of the FETP program using a single set of instruments across

multiple programs.

1.2 Background

The FETPis aninternational training program administratively located in the Division of
International Health of the Epidemiology Program Office (EPO) at the Centers for Disease Control and
1



Prevention (CDC) in Atlanta, Georgia. CDC's specific goals with respect to the FETP are: (1) to train
public health professionalsin applied epidemiologic skills, (2) to promote the sustainability of
autonomous FETPs, and (3) to initiate and maintain an international public health network that can
enhance the epidemiologic capacity of all participating countries. The FETP is modeled after the
successful Epidemic Intelligence Service (EIS) training program in the US.* Likethe EIS, the FETPisa
two-year training program for health professionals, largely physicians, that aims to provide a continuous
supply of highly trained and experienced epidemiologists for the national health care systemsin FETP
countries.

The EIS training program was created in the post-World War |1 erawith the primary goal of
developing CDC'’s capacity to respond to the requests of states for “epidemic aid” (Langmuir 1980).
Over the years, the EIS training program has not only served its original purpose, but has contributed to
the development of epidemiological methods and the shaping of epidemiological practicein the US and
abroad. Theinternational reputation of the EIS training program led other countries to request assistance
from CDC in developing similar programs. The FETP was developed in response to these requests.

Thefirst FETP was established in Thailand in 1980 as aresult of the collaboration among CDC,
the World Health Organization (WHO), and the Thai Ministry of Health (MOH), in response to arequest
for assistance from the Thai MOH (Field Epidemiology Training Programme 1981). Within two years of
the initiation of the FETP in Thailand, improvementsin a range of epidemiological services were noted.
The invegtigation of outbreaks had become more standardized and detailed, the reporting and publication
of data on some infectious diseases had become more timely, and the implementation of a computerized
surveillance system had begun (Field Epidemiology Training Programme: Annual Report 1981-82). As
this program'’ s success became known, other countries began showing interest in building their own

FETPs. Programs have since been initiated in 14

1 The EIS program began in 1951 and now provides epidemiol ogists to US Health Departments at local, state, and
national levels (Thacker et a. 1990).



countries. Australia, Colombia, Egypt, Hungary, Indonesia, Italy, Mexico, Peru, the Philippines, Saudi
Arabia, Spain, Taiwan, Uganda’, and Zimbabwe.

1.3 Description of the FETP

The FETPsin individual countries are initiated under agreements with host countries that request
assistance in developing a program and demonstrate the capacity to support one. The FETP process itself
includes mobilization of program activitiesin the host country, delivery of training programs, and
ongoing technical support by CDC and in-country experts. A goal istransition of the program to
autonomous status. After FETPs become autonomous, CDC provides technical assistance on request and
coordinates an annual international scientific meeting and an annual FETP Director’ s meeting.

Although there is some variation in FETPs across participating countries and over time, all
FETPs move through three main phases of devel opment:

Phase 1. Recruitment Phase, in which CDC works with host countriesto design an FETP and
obtain funding and staffing for the program.

Phase 2: Building and Development Phase, in which FETP program staff in the host country
work with CDC in-country consultants to implement and refine the program.

Phase 3: Autonomous Phase, in which the FETP program operates without a CDC consultant.

Table 1.1 shows the development phase of FETP countries at the beginning of this study in 1995.

Table 1.1 Participating Countriesby FETP Development Phase

Phase Description Participating Countries

Phase1 | Recruitment Phase Bolivia, Dominican Republic, Georgia,
Guinea, Isragl, Morocco, South Africa,
Venezuela, and Zambia

Phase 2 | Building and Development Phase Colombia, Egypt, Hungary, Uganda, and
Zimbabwe
Phase 3 | Autonomous, ingtitutionalized, and producing trainees Australia, Canada,” Mexico, and Thailand

Autonomous, not institutionalized, and producing trainees | The Philippines and Spain

Autonomous, institutionalized, but not producing trainees | Indonesia, Italy, and Peru

In the Recruitment Phase, FETPs are established through a process of negotiation between CDC
and individuals representing responsible agencies and organizationsin the potential host country. CDC

and the host-country government work together to secure the necessary funding from ministries, academic

1 Uganda and Zimbabwe are modified FETPs in the framework of the Rockefeller-sponsored program of “Public
Health Schools Without Walls’ (PHSWOW). The scope of PHSWOW has a broader public health focus than typical
FETPs. PHSWOW goes beyond specific epidemiology training to include program management, administration,
budgeting, environment and occupational health issues, etc.
2 Canada developed its FETP independently in the early 1970s, without direct US assistance beyond ad hoc
consultation.
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ingtitutions, donor agencies, and other key nationa and internationa partners. These funds are used to
support along-term CDC consultant and to cover other program operating costs.

In the Building and Development Phase, all FETPs share a common feature of having either an
EIS or FETP graduate as the long-term technical consultant (Music and Schultz 1990). The in-country
consultant serves as the principal line of communication between the host country and CDC in Atlanta
during the period before the FETP becomes autonomous. The consultant is assigned full-time to the
FETP and works with local FETP counterparts on matters related to the curriculum.

In recent years, several FETPs have adapted the original program to respond better to their
countries’ needs. However, regardless of the specific training schedule, FETP training is defined by a
“learning-by-doing” approach similar to that used by most hospital-based residency programsin the US
(Music and Schultz 1990). This experiential component serves the goal of training cadres of competent
public health professionalsin applied epidemiology, despite the variations in location and practicum type
within and between country FETP programs (Holt and Fishbein 1996).

In the Autonomous Phase, programs do not have a full-time CDC consultant directing the
program. In this phase, the FETP is under the control and responsibility of professionalsin the host
country. In most cases, there is no externa funding for autonomous FETPs. An FETP is expected to
move to autonomy after a period of five to seven years has elapsed (Holt and Fishbein 1996); current
programs took from three to seven yearsto achieve this status.

The ultimate goal of FETP development isto move towards sustainable institutionalized
programs. Institutionalized programs are those that have: (1) leadership by a national director, (2) an
organizational identity within an existing national institution, (3) an operational budget and authority, and
(4) self-sustaining cycles of graduation (Music and Schultz 1990). The organizational home may be an
academic institution or a governmental health agency.

Theinitial design of the FETP included two full years of supervised field work following several
weeks of didactic training and exercises to provide a basic foundation in epidemiologic methods and
biostatistics. The basic parameters of the program require that training take place in the host country; the
total duration of training be at least 2 years; and at least 18 months of the training consist of an
apprenticeship or practicum that involves addressing epidemiologic problems of public health importance
(Definition of aField Epidemiology Training Program 1995.)

Trainees are recruited viaformal and informal channels. When trainees enter the FETP they
attend courses taught by the long-term consultant, the local FETP staff, CDC short-term consultants, and



experts from the MOH and local universities. Although the trainees are usually physicians, FETP

programs have also trained dentists, PhDs, veterinarians, nurses, pharmacists, and laboratorians.

1.4 Organization of this Document

In this chapter, we have described the role of this evaluation in assessing the degree to which the
FETP program, as implemented by CDC, is achieving its objective of building capacity in applied
epidemiology on an international scale. In the chaptersthat follow, we will describe the evaluation
strategy used, detail our findings, and suggest ways in which what we have learned might be applied to
improving and expanding the FETP.

This document is divided into 10 chapters. In Chapter 2, we present the conceptual framework
that has guided our evaluation of the FETP. Chapter 3 provides a description of the methodol ogical
approach used to carry out this study. In Chapters 4 through 9, we present the findings from the
evaluation, organized according to the overall research and study questions:

Recruitment of countries (Chapter4)

Quality of FETP training (Chapter 5)

Public health usefulness of FETPs (Chapter 6)
National and international linkages (Chapter 7)
Sustainability of FETPs (Chapter 8)

L essons Learned and recommendations (Chapter 9)

HFHEHFHEHH

Appendix A contains the research and study questions; Appendix B contains the data collection
instruments used in this evaluation; Appendix C contains selected cross-site data tables; Appendix D
contains the analysis codebooks, and Appendix E contains a rapid assessment tool for use by CDC

representatives during short country visits.



2.0 The Evaluation Concept

In this chapter, we devel op the conceptual basis for the evaluation of the FETP. In doing so, we
operationally define what the program was envisioned to do by those who put it into effect, how its
designersfelt that it should operate, and the kinds of outcomes that they hoped it would achieve. We
discuss the perspectives of various groups of participants with potentially different expectations and needs
related to the program — the stakeholders. Based on this operational concept of how the FETP “should
work,” we developed specific objectives that guided the development of the protocol used for this
evaluation. This conceptua framework for our evaluation of the FETP is based on data collected in a
prior project during which we interviewed key stakeholders at CDC and from host countries, participated
in discussions at the April 1996 FETP Directors Meeting, and reviewed documents and prior evaluations
of theindividual FETPs.*

2.1 Program Logic Model

Figure 2.1 presents alogic model for how the FETP operates to achieve its objectives. The
process consists of: (1) inputs to the program, (2) the training program itself, and (3) outputs resulting
from FETPtraining. The figure also suggests how contextual factors may affect the success of individual
FETPs.

Inputs. An FETP comes into being either when CDC contacts a country’s health authorities or
when a country requests support from CDC to establish an FETP. However, these mechanisms do not
necessarily result in an FETP. Oncethereisinterest in starting an FETP, CDC staff visit the country to
conduct afeasibility assessment, focusing on the resources available and the amount of in-country support
for an FETP. If theresults of the assessment are positive, CDC assists the host-country Ministry of
Health (MOH) in itsfundraising efforts. Once funding isidentified, afull-time CDC consultant is hired
to work with health professionalsin the host country to develop and implement

1 Betts, C. Evaluation of the Field Epidemiology Training Program, research protocol submitted to CDC under Task 12
Contract No. 200-93-0626, Arlington, VA: Battelle, 1996
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the FETP. Following this, the FETP curriculum is devel oped and trainees are recruited and selected.
This concludes the input phase of the process.

The FETP training process. Thetwo-year FETP training process includes both class work and
field work. Class work exposes participants to basic epidemiological methods, theories, and tools. Field
work provides trainees with hands-on experience in solving actual public health problems and hel ps them
to develop skillsthat will allow them to play significant roles in the public health system of their country.
The precise mix of class work and field work varies, but the FETP places a strong emphasis on field
experience in areas such as outbreak investigations and surveillance. Ideally, the presence of the FETP
program will strengthen the public health infrastructure of the country by providing epidemiol ogical
support from trainees, even before the program has produced a significant number of graduates.

The content of FETP training should be appropriate to the health status of the host country’s
population, particularly to the stage in the epidemiological transition from morbidity and mortality
predominantly caused by infectious diseases to patterns where chronic diseases related to life-style
assume the major role. The complexity of the methods required for epidemiological analysis of chronic
diseases (environmental, occupational, and behavioral risk factors in particular), and for research and
evaluation is usualy greater than that required to carry out acute infectious disease epidemiology.
Therefore, if and when a country passes through this transition, the curriculum of the FETP may need to
be adjusted to address its epidemiol ogical profile.

Outputs. The outputs of the FETP include a product (well-trained and qualified field
epidemiol ogists), outcomes (trainees who follow public health careersin the MOH, academic institutions,
or other public health agencies), and an impact on the public health of the host country. As examples, the
impacts should be reflected in the strengthening of surveillance systems, in better prevention and control
programs, in the expansion of national and international networks within and between countries, and in an
overall enhancement of public health capacity in the host country. Outputs and impacts are further
discussed below.

2.2 Description of the Program Outcome and I mpact

An operationa definition of what the FETP hopes to accomplish is needed to evaluate program
effectiveness. The concept of program outcome must be specific enough to determine the presence and
strength of an outcome. At the sametime, it needs to be broad enough to encompass the widely varied

and differently timed implementations of the FETP in participating countries.
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The principal outcome envisioned by developers of the FETPis acadre of trained field
epidemiol ogists who will bring systematic, epidemiologically sound approaches to the prevention and
control of health problems that are prioritiesin their country. As trainees graduate and assume
responsible positions, it is anticipated that they will move into careersin key positionsin the public
and/or private hedth systems of their countries. Over time, thiswill result in an expansion of the
epidemiological and public health capacity of the host country.

A systematic approach to health problems — developed in the FETP training — is the core of this
outcome, ideally replacing politically-driven or crisis-driven management of health problems. Figure 2.2
illustrates the kind of approach to public health problems that will be observed among FETP graduates if
the program is achieving this objective. Participantsin the FETP |earn this approach by taking part in
characterizing the priority public health problems that have been identified in the host country and by
analyzing and interpreting data they have collected on the problems. FETP participants involvement
continues throughout the final phases of the approach — program design, implementation, evaluation and
dissemination of results.

FETPs differ from other epidemiology training programs in that roughly three-quarters of the
training takes place in the field, addressing rea public health issues and solving current public health
problems. During the field component of FETP training, participants should become proficient in
characterizing a public health problem in terms of magnitude, severity, and distribution, and determining
trends of disease and risk factors. They should go beyond reacting to current crisesto monitoring public
health programs, eval uating the outcome and impact of these programs, and feeding the results of
programs back into improved management of other problems and programs.

This program outcome will be observable in the placement of FETP graduatesin jobsin the
Ministry of Hedlth, in regional health agencies, and in private organizations where they can make an
impact on health policy and practice. In these contexts, graduates of an effective FETP will be using
epidemiological skills and tools effectively to:

# Manage, operate, and interpret epidemiologica data

# Organize, operate, and evaluate public health surveillance systems and/or other
information systems

# Design and implement epidemiological surveys



Figure2.2
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# Conduct outbreak investigations

# Identify, respond to, and find solutions to emerging threats to the public’s health

# Identify risk factors and populations at risk

# Monitor the efficiency of health service delivery and utilization of health resources

# Evaluate the effectiveness of health promotion and preventive interventions

# Disseminate and communicate health information with clarity, persuasiveness, and in a

timely manner to health planners and policy makers

# Participate in health planning processes and negotiate effectively with other government
sectors to achieve goals

Successful achievement of these program outcomes will be realized in the program impact
envisioned by those who established the FETP — a strengthened public health infrastructure both within
host countries and in the linkages of host-country professionals to an international network of applied
epidemiologists. Evidence for this program impact will include improved public health surveillance
systems, new and more effective programs for disease prevention and control, better and more data-driven
management of health programs, and improved communication between health professionals within and
outside of the host country.

2.3 Stakeholder Perspectives

The FETP operates at several different levels that must, at least in principle, be distinguished
from one another if the motives and behaviors of stakeholders are to be understood. Thereisthe CDC
level with the goal of meeting the CDC objective of protecting the health of the US population by acting
to strengthen public health internationally. There are individual FETPsthat are designed to meet the
public health needs of their countriesin their own context. Finally, there are trainees and graduates of the
FETP who are pursuing their own professional and personal goals.

Different actors at different levels of organization may not have the same needs and interests with
respect to the FETP. Contradictory evaluation results may reflect the different needs and experiences of
stakeholders coming from different perspectives. For this reason, an evaluation requires a priori
definition of potential points-of-view that may be encountered and we have tried to consider the FETP

from three different perspectives:
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# CDC’s perspective, as expressed in CDC’ s mission statement and goals for the overall
FETP and based on discussions with CDC staff.

# The host country’ s perspective, in terms of identified health needs and the steps
undertaken to meet these needs.
# The participants’ (trainee’s and graduate’ s) perspectives, asindicated by their own

professional goals and aspirations.

A study framework integrating these three perspectivesis presented in Table 2.1. In this
framework, objectives, goals, outcomes, and inputs for each of these three perspectives are summarized in
the first three columns of the table. When the three perspectivesin this framework are compared across
columns, it becomes evident that there is considerable overlap among the FETP stakeholders. This
common ground became the basis for an integrated perspective presented in the fourth column of the
table. The fourth column summarizes points of agreement as to what stakeholders would concur
constitutes an effective program. Reading down the columnsit is possible to trace FETP goal s, program
objectives, outcomes, and activities and relate them to the ultimate expected result (or strategic objective)
from each perspective and across the program as awhole.

It isimportant to note that contextual factors underlie this framework which are not under the
control of program stakeholders, but which affect the program’s capacity to perform effectively or to
achieve their objectives. For example, at the level of strategic objectives, CDC may decide that by
helping to strengthen epidemiology in host countries, the agency will contribute to areduction of the
health threats to the US popul ation posed by emerging infectious diseases abroad. But for thisto be true,
it must be assumed that developing a cadre of qualified health professionals has a high enough priority in
target countries to command scarce resources, and that the country has afunctional sanitary infrastructure
that supports and can effectively utilize trained field epidemiologists. For thisreason, contextual factors
are important to the evaluation even if they are externa to the program and not subject to modification by
program stakeholders.

Decentralization of public health and health servicesis a central contextual factor that must be
considered in any discussion of the current or future role of the FETP in the health sector of their
countries. In all of the countries that we visited, the authority and responsibility for managing the health
of the population had evolved from the national Ministry of Health to the regiona or district level. This
shift in roles of host country Ministries of Health and in the likely career paths of FETP graduates has
profoundly effected all of the programs that were studies here.
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Table2.1 Study Framework

CDC'’s Per spective

Host Country’s Per spective

Participant’s Per spective

Integrated Per spective

Inputs CDC responds to country requests to Need for an FETP is recognized. Participant is sufficiently qualified to CDC (1) responds to country requests to
establish FETPs and provides effective | Country government is committedto | benefit from FETP training. Participant is establish FETPs and country selection process
consultants and TA support asneeded. | developing an FETP. MOH develops | exclusively dedicated to training whilein tends to produce sustainable FETPs, and (2)
Country selection process tends to curriculawith CDC consultant. progress. Participant remains committed to | provides effective consultants and TA as needed.
produce sustainable FETPs. Trainee selection procedures are the public health field after graduation. Trainee sel ection procedures are merit-based and

merit-based. MOH provides paid participants are qualified to benefit from FETP
leave for FETP trainees. MOH training. MOH provides paid leave to trainees
provides post-graduate support to and supports them after graduation. Trainees are
participants through employment, exclusively dedicated to training whilein
credentialing, recognition, and progress and remain committed to the public
advancement. health field after graduation.

Program Strengthen public health infrastructure | Strengthen host-country public health | Play an important role in developing and Public health infrastructure of individual

Goals in host countries. Share knowledge capacity by training teams of maintaining public health infrastructure. countries is strengthened by (&) training public
and experience with global public qualified professionals who can Achieve professional and persond health professionals, (b) building public health
health community. Maintain CDC's function effectively in national and fulfillment. surveillance systems, and (c) developing national
status as an international public health | globa public health communities. and international networks of well-trained and
leader. effective public health professionals.

Program Host countries have well-trained public | FETP graduates (1) have the skills Participant (1) is well-trained and receives Countries have well-trained and effective public

Objectives health professionals. FETP countries needed to help improve public health | relevant and necessary skills; (2) isutilized | health professionals. Countries use their trained
use public health professionals in the host country, (2) can be effectively and receives accreditation, public health professionals effectively. Nationa
effectively. A global network links absorbed effectively by the host- advancement opportunities, and and international networks link these
FETP graduates among themselvesand | country health system, and (3) are recognition; and (3) is linked to other FETP | professionas among themselves and globally.
with CDC and the global public health | linked among themselves and with trainees, to CDC, and to the global public
community. the global public health community. health community.

Outcomes | FETPsareestablished. FETPtraining | FETP programisestablished. FETP | Participant receives FETP training. FETP FETPs are established (recruitment). Qualified
is delivered effectively. FETP participants receive training. FETP graduates are absorbed by the public health | FETP graduates are produced (quality of
graduates are produced and are (1) graduates are well-equipped to serve | system and have opportunities to practice training). FETP graduates are effectively
well-equipped to address host-country | host-country needs and integrated what they have learned. FETP training integrated into host-country public health
needs, and (2) linked among into the public health community. equipstrainee to function effectively inthe | infrastructure (public health usefulness). FETP
themselves and with CDC. FETPsare | FETP program can be sustained. host-country environment and within the graduates are integrated into the global public
sustainable. global public health community. health community (linkages). FETPs are

sustainable (sustainability).

Strategic Contribute to global health and well Protect health and well being of the Achieve occupational stability, professional | Promote health and quality of life at home and in

Objective being and protect U.S. population from | host-country population and develop | advancement and recognition, “adequate” the global community. Develop public health

exposure to infectious diseases
introduced from abroad.

public health infrastructure, including
aglobal outlook.

financial compensation, and personal
fulfillment.

infrastructure in individual countries and
globally.
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2.4 Resear ch and Study Questions

The goals, objectives, outcomes, and inputs from the integrated perspective were used to generate

the core research and study questions for this evaluation. Research questions define key dimensions of

the evaluation and are designed to provide CDC with the information needed to (1) recruit countries that

are likely to be successful in implementing an FETP, (2) define approaches that are demonstrated to be

effective in improving the capacity of in-country public health staff, and (3) design technical assistance

and remedial actions in the most effective way possible. Research questions cover the following areas:

#

Assessing program recruitment and devel opment — the appropriateness of CDC's
methods for recruiting FETP countries, assuring that CDC directs limited resources to
those countries likely to implement an effective program.

Assessing quality of FETP training — the quality of training being provided by the
FETPs, permitting CDC to improve curricula, materials, trainee qualifications, and
faculty preparation in those areas that are not fully effective.

Assessing public health usefulness of FETP — the degree to which the FETPs are
addressing the public health needs of their host countries, decreasing the likelihood of
disease outbreaks and the global risk of disease.

Assessing national and international linkagesin FETP — the extent to which FETPs
constitute an international epidemiologic network, not only building capacity in
individual countries but also increasing the effect of FETP by supporting cooperation
among multiple participants in the program.

Assessing sustainability — the extent to which FETPs can be sustained successfully
following withdrawal of CDC'’s on-site consultants, allowing CDC to support the
development of infrastructure that isindependent of ongoing US support.

Specific study questions were devel oped to address each research question as shown in Table 2.2.

The data collection instruments were devel oped to operationalize the study questions. In designing the

study instruments, we were careful to include data collection activities that provided us with information

on each of the areas addressed by our research questions. A complete list of study questions and the data

sources for each question is provided in Appendix A.

Table 2.2 Research Questions by Evaluation Objective

I. Assessing program recruitment and development

How and why was interest generated in the existing FETP countries?
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What steps led from initial interest to the establishment of FETPs?

Do host countries feel satisfied with the amount of input they had into this process?

How were programs customized to fit the needs of the host countries?

How can the program recruitment and devel opment processes be improved upon?

Il. Assessing the quality of FETP training

What is the content of the FETP class work training in the different FETP countries?

What is the content of the FETP field component in the different FETP countries?

What is the balance between FETP class work and field work?

How could the quality of FETP training be improved?

What contextua factorsinfluence the ability of trainees to derive benefit from FETP training?

I11. Assessing the public health usefulness of FETP

Is FETP training helping equip graduates to address key public health issues in the host country?

What impact are FETP graduates producing on the public health environment in the host country?

How could the public health usefulness of FETP training be improved?

V. Assessing professional linkages through dissemination and networking activities

What professional linkages and networking opportunities currently exist for FETP graduates?

What role did the FETP play in the maintenance and development of these systems?

What contextual factors influence the development and maintenance of these systems?

V. Assessing the sustainability of FETPs

What factors contribute to the sustainability of the FETPs?

What are the obstacles or potential threats to the sustainability of the FETPs?

15




3.0 Study Methods

In this chapter, we describe the methods used to conduct this study: the site selection criteria, the
instrument development, the data collection, and the data analysis. At the end of this chapter, we discuss
some possible methodological limitationsin our approach. Battelle's main considerationsin the design of
this study were to (1) create a uniform design to support an understanding of the overall FETP approach
in the context of individual countries, (2) obtain as broad a coverage in terms of respondents as possible,
(3) maximize response rates and data quality, and (4) minimize burden on the FETP Directors and other

respondents.

3.1 Site Selection

The number of countries visited was based on the resources available to this project. These
resources allowed for site visitsto five out of the sixteen FETP/PHSWOW countries. Site visits were
conducted in Spain, Thailand, The Philippines, Mexico, and Uganda. Site selection occurred in March

1996 using severa criteria®:

# The FETP had trainees enrolled currently and was producing graduates

# The group of countries chosen should be geographically balanced, and at |east some of
them should be Spanish-speaking.

# At least some of the countries chosen should have autonomous FETP programs.

Three of the 16 candidate countries (Indonesia, Italy and Peru) were eliminated from
consideration because they were not producing trainees at the time of site selection. Within the 13
remaining countries, we sought geographic balance, selecting at least one country each from Europe
(Spain), Asia(Thailand and the Philippines), Latin America (Mexico), and Africa (Uganda). Language
was considered ancther potentially important factor affecting CDC implementation of the FETP. This
study was not large enough to select a country from each linguistic group represented in the 16 training

1 Although willingness to cooperate was originally considered a site selection criterion, the fact that all of the countries
selected were willing to cooperate meant that this criterion did not actually factor into the selection process.
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programs. Spanish isthe largest non-English component of the program and was used to estimate this
effect. Two of the five selected countries were Spanish speaking (Spain and Mexico).

Since autonomy is CDC’ s ultimate goal for FETPs, the evaluation focused on autonomous
programs. Four of the five countries visited (Mexico, The Philippines, Spain, and Thailand) had such
programs. We felt that the autonomous programs could provide us with information not only on the
FETP training process, but also on its outcome and impact. Because they have been in operation for an
extended period of time, these programs were well suited to provide information on the public health
usefulness of FETPs and on national and international linkages that have been developed as a result of
implementing an FETP. Autonomous FETPs can provide information on shifts and trends in the scope
and direction of FETPs, aswell as how these relate to evolving host-country needs. Additionally,
autonomous FETPs have more trainees with long post-FETP employment histories, permitting a better
assessment of the impact of the program on the professional development of trainees.

The two eligible sitesin Africa (Uganda and Zimbabwe) are both Public Health Schools Without
Walls (PHSWOW) programs and are considered to be in the “building and development” phase. These
two programs are somewhat different from the FETPsin having a more academic training model. We
included Ugandain the eval uation because we wanted to look at the effect of the more academic
orientation of these programs. Our preliminary research indicated that the mix of academic and field
components of the program importantly affects the satisfaction of host-country professionals (graduates
and others) with the program. Including one of the PHSWOW programs in the eval uation might show
whether the different orientation of this training model narrows the gap between available trained heath
professionals and the priority areas of need for public health expertise in the countries, as compared to the
more traditional FETPs. A disadvantage is the possibility that the training delivered may not be
comparable to that in the FETPs, because of the academic orientation of the PHSWOW model.

3.2 Instrumentation

Datafor this evaluation were collected from FETP directors, host-country Ministry of Health
(MOH) officials, other public health workers (provincial and local health officers), university faculty,
FETP training staff, and FETP graduates in the five host countries visited. Due to the variety of
stakeholders in the FETP, we designed multiple data collection instruments to be completed by different
respondent types X FETP Directors, trainers, graduates, trainees, Ministry of Health officials, and other
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public health workers. The data collection instruments for this study are summarized in Table 3.1 and
copies are located in Appendix B.
In this section, we briefly describe the kinds of instruments that were used in the evaluation study.

Table3.1 Summary of Instrument Types

Instrument type Instrument Description

Pre-site visit instruments Site Visit Interviewee Nomination Form

FETP Graduate List

Form C - Self-administered questionnaire for FETP graduates
Archival Data Collection Instruments | Form D.1 - FETP History

Form D.2 - Networks and linkages

Form D.3 - Curricular data

Site Visit Interview |nstruments Form A - MOH and other government officials

Form B - FETP Directors and training staff

Form E - Focus Group Protocol for use with FETP graduates

Site Visit I nterviewee Nomination Form. Thisform was used to solicit nominations from the
FETP directors for potentia interviewees in the countries selected for site visits. We requested that the
program director identify potential intervieweesin each of the respondent-type categories, including
MOH and other government officials, FETP training staff, and other key individuals who did not fit into
the two proposed categories. Space was provided on this form for contact information on each person
nominated.

FETP Graduate List. Thisform was designed to collect contact information (address, telephone
and fax number, and e-mail address) on each of the graduates from the FETP program for each site-visit
country. FETP directors of the five site-visit countries were asked to complete this form to provide
Battelle with acomplete list of graduates. Information from this form was used to contact each of the
graduates to mail them the self-administered questionnaire (Form C) described below.

Form A. Thiswas asemi-structured interview instrument for Ministry of Health officials and
othersin academia or in non-governmental organizations (NGOs) who have had some experience
working with the FETP. This data collection tool requested background information on the respondent
and his or her involvement with FETP, perceived public health usefulness of the FETP, and facilitators of

and barriers to sustainability.
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Form B. Form B was a semi-structured interview instrument tailored to FETP training staff. The
instrument covered the history and development of the FETP, perceived public health usefulness of the
FETP, facilitators of and barriers to sustainability, and linkages among public health professionalsin the
respondents’ own country and with their counterparts in other countries

Form C. Thiswas a self-administered questionnaire for FETP graduates designed to collect
information on several aspects of their experiencein the training program. The instrument was sent to all
of the graduates in each of the five site-visit countries. Form C included both closed-ended and open-
ended questions covering employment history, the theoretical and field practice components of the FETP
training, the usefulness of tools acquired and skills learned in the program, and professional activity after
leaving the FETP.

FormsD.1through D.3. Theseformsweretoolsfor archival data collection for information on
the history and scope of the FETP program in countriesto be visited. Battelle requested that the country’s
FETP Director complete Form D.1, as it required knowledge of the history of the country’s FETP. Form
D.1 included questions on establishing the FETP, the process of selection of the FETP consultant,
development of curricula, selection of trainees, and characterization (total number of graduates per year,
graduate outreach and networking activities, etc.) of FETP participants.

Forms D.2 and D.3 were dso sent to the countries’ FETP Directors but could have been completed by
other FETP administrative staff. Form D.2 included questions on dissemination and networking activities
(forging professional contacts). Form D.3 covered general information about the FETP curriculum X
both the academic and field work components.

Form E. Form E was afocus group discussion guide for FETP graduates. Thisinstrument
included discussion of graduates’ expectations of FETP prior to enrolling and the degree to which these
had been met, benefits gained from being involved in FETP, and public health usefulness of FETP
perceived in terms of their professional development.

3.3 Data Coallection

This section describes data collection in connection with this project, including:

# Preliminary interviews with present and current CDC staff and with host country FETP
Directors and in-country consultants to understand the FETP and its objectives,

# Pilot testing of study instruments with FETP Directors, and

# On-site data collection in five countries.
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The sequence and timing of data collection eventsis shown in Table 3.2.

Table 3.2 Sequence of data collection activities

Data Collection Activity Date of Activity
Evaluation protocol development September 1995 — September 1996
Interviews with CDC staff January 1996 — February 1996
Consultation at the 1996 FETP Directors Meeting April 1996
Evaluation Project September 1996 — April 1998
Pilot Tests of Instruments at INCLEN meeting February 1997
Self-administered questionnaires sent out September 1997 to February 1998
Site visits conducted October 1997 to March 1998

3.3.1 Preliminary Interviewswith CDC and FETP Staff

Prior to devel oping the evaluation concept and instruments, we clarified our understanding of
what the program was intended to do from the perspective of key stakeholders — CDC staff
knowledgeabl e about the program, CDC consultants to in-country programs, and directors and staff of
FETPs. CDC staff wereinterviewed in Atlanta between October 1996 and January 1997. FETP
Directors and CDC consultants were interviewed at the Annual FETP Directors Meeting for the FETP
held at CDC in April 1996 in Atlanta, Georgia. The names of these individuals are presented in Table
3.3

These individuals were interviewed by teams of two Battelle staff for about an hour each. Open-
ended topic guides were used to structure the interview. The topics discussed included the relationship of
theinterviewee to the FETP, his or her experience with the program, the perception of what the program
was expected to achieve and how it operated, and facilitating factors and barriers affecting
implementation. Stakeholder interviewees were also asked what they thought would be a useful product
for the evaluation study and how evaluation results could be used.

Table 3.3 Individuals Consulted Regarding Design and Content of the Study I nstruments

Name Respondent Type Title and Affiliation
Dr. Carlos Alonzo CDC Consultant Public Health Advisor, International Branch
(interviewed 2/1/96) Division of Epidemiology, Epidemiology Program Office
Dr. Daniel Fishbein CDC Consultant Scientific Coordinator, International Branch
(interviewed 1/30/96) Division of Epidemiology, Epidemiology Program Office
Dr. Bruce MacL achlan CDC Consultant Public Health Advisor, International Branch
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Name

Respondent Type

Title and Affiliation

(interviewed 1/31/96)

Division of Epidemiology, Epidemiology Program Office

Dr. Marguerite Pappiounaou

(interviewed 2/1/96)

CDC Consultant

Division of Prevention Research & Analytic Methods
Epidemiology Program Office

Dr. Victor Cardenas

Program Consultant

Programa de Adiestramiento Avanzado en
EpidemiologPa Aplicada
Instituto Nacional de Salud - Colombia

Dr. Robert Fontaine

Program Consultant

CDC Consultant, FETP - Preventive Medicine Department
Ministry of Health — Kingdom of Saudi Arabia

Dr. Douglas Hatch

Program Consultant

CDC Advisor, Ministry of Health
Child Survival Project, USAID, Egypt

Dr. John V. Rullan

Program Consultant

CDC Consultant, Spain FETP

Dr. Mark White

Program Consultant

CDC Consultant, PHSWOW - Uganda

Dr. Fernando de laHoz

Country Director

Chief, Programa de Adiestamiento Avanzado en
EpidemiologPa Aplicada
Instituto Nacional de Salud - Colombia

Dr. Jamie Hockin

Country Director

Director, Canadian FETP
Laboratory Centre for Disease Control

Dr. Huduyo Hupudio

Country Director

Director, FETP Dit EPIM Dit-Jen PPM&PLP
Indonesia

Dr. Pablo Kuri Morales

Country Director

General Directorate of Epidemiology
Mexico

Dr. Augusto Lopez

Country Director

Programa de EspecializacPon en EpidemiologPa de Campo
Officina General de EpidemiologPa
Ministerio de Salud - Peru

Dr. Kumnuan Ungchusak

Country Director

Director, Thailand FETP
Division of Field Epidemiology, Ministry of Public Health

Dr. Denise Werker

Country Director

Future Assistant Director
B.C. Centre for Disease Control - Canada

Dr. Salah Al-Awaidi FETP Graduate Epidemiologist, Ministry of Health
Oman
Dr. Mohammed Saeed Al- FETP Graduate Saudi Arabia FETP, Preventive Medicine Department

Qahtani

Ministry of Health

Dr. Madiha Fathy

FETP Staff Member

Egypt FETP, Ministry of Health, Child Survival Project

Dr. Moharram Khalifa

FETP Staff Member

Egypt FETP, Ministry of Health, Child Survival Project

Dr. Concepcion Roces

FETP Staff Member

Training Officer, Philippines FETP, Department of Health

All interviews were summarized in a narrative format from interview notes, supported by tape

recordings of interviews. The results were used to guide development of the evaluation protocol and

instruments.

3.3.2 Pilot Test of Procedures and I nstruments

A pilot test of the draft instruments was conducted in February 1997, during an FETP Directors
meeting held in conjunction with the International Clinica Epidemiology Network (INCLEN) Meeting in

Panang, Malaysia. Battelle pilot tested the semi-structured interview instruments (Forms A and B), as
well as the self-administered survey instrument for the FETP graduates (Form C), with individuals
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determined to be in the appropriate category for each instrument. Three Ministry of Health officials were
administered Form A, two in English and one in Spanish. Nine present or past FETP Directors were
administered Form B (6 in English and 3 in Spanish). The self-administered questionnaire, Form C, was
completed by five English-speakers and five Spanish-speakers. In addition, a pilot focus group was also
conducted with volunteer FETP trainees and graduates, and Form E (Focus Group Discussion Guide) was
developed on the basis of this experience.

These instruments are included in their final form as Appendix C. The archival data collection
forms (Forms D.1 through D.3) could not be pilot tested, but Form B respondents were queried as to the
availability of such data. The instruments were modified based on the results of this pilot test. Revised
instruments were added to an OMB Clearance package and submitted for clearance. CDC received OMB
clearance for this study in July 1997.

The pilot test data were not included in our final analyses. Although no steps were taken to
prevent duplication of pilot test respondents in the main evaluation study, only four of the persons

interviewed in the pilot test were also interviewed during the site visits to their countries.

3.3.3 Pre-Site Visit Data Collection

Prior to initiating site visits, the self-administered questionnaires (Form C) were distributed to
FETP graduates in the five site visit countries through a series of mass mailings. The cover letter
explained the study and requested the graduates' participation. It contained explicit instructions
filling out and mailing the survey, and a pre-addressed envel ope for returning the completed
questionnaire. In both the cover |etter and the directions we requested that respondents return their
guestionnaires within three weeks of their receipt.

In order to maximize the response rates on this self-administered questionnaire, the cover letter
was personalized and explained the importance of the survey and the value of the graduates’ participation
in the study. Both the cover letter and the directions provided in the first mailing indicated the deadline
for returning the surveys to Battelle. Reminder letters were faxed and/or e-mailed to those graduates who
had not returned the questionnaire by two weeks after the deadline. Additional copies of the
guestionnaire were provided to those graduates who informed us that they had lost or misplaced them.
Originaly, we had planned to send out additional copies of the formsto all graduates who had not
responded up to thispoint. Unfortunately, the cost of international delivery was prohibitive, making this

1 Drs. Navarro (Spain), Ungchusak (Thailand), Wabwire-Mangen (Uganda) and Mateo (Philippines) were interviewed
during both the pilot test and the site visits to their respective countries.
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part of the follow-up plan infeasible. Finaly, follow-up calls were made to remaining non-respondents
by trained Battelle staff working from prepared scripts. Response rates for Form C are presented in Table
3.4.

Table 3.4 Response Ratesfor Form C

Site Visit | Number of FETP Number of Number of Forms | Number of Forms | Response
Country Graduates FormsMailed Undéliverable Completed Ratet
Mexico 103t 101 4 58 60%
Thailand 75¢ 71 4 35 52%
Philippines 404 34 3 23 68%
Spain 14 14 0 12 86%
Uganda 17 17 8 47%

* Forms were undeliverable because the graduate was no longer at the address listed and could not be reached at the
telephone numbers provided on the graduate lists.

T Response rate=number of deliverable forms/number of completed forms.

$ Two of the names on the graduate list for Mexico did not have addresses associated with them.
Four of the names on the graduate list for Thailand did not have addresses associated with them.
Six of the people on the graduate list for the Philippines did not have addresses associated with them (two “lost contact”,
three on study leave, and one no longer living).

Questionnaire packets sent to Spain contained pre-addressed envel opes for shipping the
completed questionnaires back to Battelle. Due to regulations on shipping to Thailand, the Philippines,
and Mexico, we were not alowed to provide the graduates in these countries with our account number for
shipping the completed forms back to Battelle. In order to make the process of returning the
guestionnaires less burdensome on the graduates, we asked the Directorsif the graduates could return
their completed surveysto their respective FETP offices and then the FETP administrative staff would
send a bulk package of completed questionnaires to Battelle. Packetsto the graduates in these countries
contained an envel ope addressed to each country’s FETP office. For Uganda, all packets were sent to an
administrative staff member of the Institute for Public Health who then distributed them to the graduates
viaan in-country delivery system.

In an effort to compensate the graduates for the postage required to send the completed surveys to
their countries FETP offices, small gifts (two ink pens) were included in every packet. Unfortunately,
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not all of the graduates received their gifts. For unexplained reasons, the delivery service workersin the
Philippines removed some of the pens from their packages. Federal shipping regulations did not alow us

to send pensin the survey packetsto Mexico.

3.3.4 SiteVisit Data Collection

Site visits were conducted in Spain, Thailand, the Philippines, Mexico, and Uganda. Semi-
structured, open-ended interviews with individuals and groups were the central focus of these visits.
Whenever possible, interviews were conducted by teams of at least two people, with one person
responsible for asking questions and the other responsible for taking comprehensive field notes, probing
for clarifications and additional information, and operating an audio tape recorder. Audio recordings of
the interviews were conducted only after verbal consent was obtained from each respondent and were

used by the research team only as a backup to field notes. Table 3.5 presents the site visit dates and

teams.
Table 3.5 SiteVisit Scheduleand Teams
Site Research Team Arrival | Departure Days of Total Number Number of
Members Date Date Interviewing | of Interviews | Focus Groups
Spain Claude Betts 1019/97 | 10/25/97 5 10 1

Carlyn Orians
Thailand | Claude Betts

Lowell Sever 11/16/97 | 11/22/97 5 17 1
Philippines Lowe!l Seyer 214107 | 12120197 - " :
Vaerie Williams
Mexico Claude Betts *
Mary Odell Butler | Y18/97 | 1/23/97 5 8 2
Uganda Claude Betts 3/15/98 3/20/98 5 15 5

* One with current residents, one with FETP graduates and one with FETP trainers.
T One with PHSWOW graduates and one with first and second year trainees.

Battelle contacted the FETP Directors in the five countries to determine the best time for asite

visit. FETP Directors had some genera information about interviewees schedules and when they would
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be available. Once the site visit dates were agreed upon, two different methods were used to schedule the
site-visit interviews. Interviewsin Thailand and the Philippines were scheduled by Battelle staff prior to
the site visit. Because interviewees in these countries spoke English and had fax numbers and Internet
addresses where they could be contacted, Battelle was able to arrange the interviews fairly easily. In
Spain, Mexico, and Uganda interviews with those interviewees on the nomination forms were set up in
advance by the FETP Directors and/or administrative staff. Language barriers and communication
difficulties (e.g., time differences, loss of contact with Uganda for several weeks when telephone lines
went down) precluded Battelle from scheduling these interviews on our own.

In all countries visited, focus groups were set up by the FETP Directors and/or FETP
administrative staff. One focus group was conducted in Spain, Thailand, and the Philippines respectively,
while two were conducted in Uganda and three in Mexico. Focus groups ranged in size from five to ten
participants and represented convenience samples of the total universe of FETP graduates in each
country. The groups were comprised of participants who were accessible and available during the
specified group meeting time, thus limiting the participants to those who were working or visiting in or
near the FETP offices.

Whilein the field, Battelle researchers were able to collect completed D forms from the FETP
Directors and any completed C forms that had been received from the graduates. During thistime, the

research team also obtained relevant program documents.

3.4 Data Processing and Analysis

Analysis and report writing were carried out using datafrom the study instruments described in
the previous section. In addition, members of the research team reviewed relevant program documents
collected during the site visits. This report was reviewed by the entire research team for accuracy, clarity,
and continuity and to ensure good coverage of examples from al sites. The findings from this evaluation
are thus based on a process of synthesis and review carried out by the entire research team.

The research and study questions described in Chapter 2 were used to organize data processing,
data analysis, and report writing for this evaluation. Each research question and each study question was
assigned an analysis code, and that code was in turn assigned to appropriate data items or text segments of
theinterview data. These data were sorted by analysis code, reviewed, and summarized prior to report

writing. This section describes (1) the development of the respondent database; (2) the creation of
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summary analysis tables for datafrom Forms D.1, D.2, D.3, and C; and (3) the use of aqualitative data
analysis software package (The Ethnograph®) for all site visit data.

3.4.1 Design of a Respondent Database System

A respondent database was developed for this study using Microsoft Access® in order to provide
the Battell e research teams with relevant information on each respondent. This database was also used to
track the progress of data collection and to document the logistics of interview scheduling. Information
on the FETP Directors, potential interviewees nominated by the Directors, and individual FETP graduates
in the five countries selected for site visits were entered into this database. The database contained each
respondent’s name, title, position, ingtitutional affiliation, address, tel ephone numbers, and other contact
information, as well as whether the person was interviewed during a site visit, whether thank-you letters
were sent, and whether survey responses were received. Information on data collection follow-up was
also included in this database and was used to track the follow-up process and to document follow-up
efforts.

As part of this database, we created respondent identification codes that were used in the data
processing and analysis phases of thisstudy. These codes were comprised of three separatefields: (1) a
unique number for each respondent (001, 002, etc.), (2) atwo-letter code for the site-visit country
(ME=Mexico, TH=Thailand, PH=the Philippines, etc.), and (3) anumeric code for respondent type
(1=MOH official, 2=FETP training staff, 3=FETP graduate, 4="other”). Each response to every question
on the data collection instruments was linked to the appropriate respondent identification code during data

entry, processing, and analysis.

3.4.2 Data Processing and Analysisfor Structured Data (Forms C and D)

Closed-ended data collected using the self-administered Form C was entered directly into a
Microsoft Excel[] spreadsheet. The variable names and codes used in this spreadsheet were devel oped
using the questions from Form C. See Appendix E.1 for the Form C closed-ended data codebook. Once
entered into the spreadsheet and checked (10% random check of all data entered), these data were read
into the statistical analysis software SAS® for cleaning and analysis. Data were cleaned (illegal codes
were detected and corrected) while performing exploratory data analyses on al of the variables of
interest. Descriptive statistics were then generated for key variables, indicators were calcul ated, and

cross-site tables were constructed to present the datain summary form.
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Open-ended data from Form C were entered directly into cross-site data tables, checked, cleaned,
and coded. These cross-site tables were created for each open-ended question included in this instrument.
Thetables were formatted simply, with the topics of the questions as table headers and a column for the
unique respondent identification number. Each individual response was entered into a separate row in the
table, along with the respondent’ s identification number. This allowed those doing data analysis to know
which respondent type provided the answer and from which FETP host country. This system for cross-
site tables for each open-ended question allowed members of the research team to note the range of
responses to a specific question in order to facilitate comprehensive cross-site comparison of the data.
The use of separate columns for the codes and the respondent identification numbers also allowed
researchers to electronically sort the responses in the tables according to the codes and the identification
numbers. Much of the processed data included in these cross-site analysis tables are either included in the
findings sections of this report or can be found in Appendix C.

The completed Forms D1, D2, and D3 were received from the respondentsin hard copy form.
Data processing for these forms involved entering both the closed- and open-ended responsesinto cross-
site data tables and proofreading the respondents’ text. These cross-site tables were created for each
guestion included in these instruments and were formatted with the topics of the questions as table
headers and a column for the unique respondent identification number. Each individual response was
entered into a separate row or cell in thetable. The simple format of the data collection tables greatly

facilitated the cross-site analysis of the information obtained from these forms.

3.4.3 Data Processing and Analysisfor Unstructured Data (Forms A, B, and E)

The site visit instruments used in this eval uation were semi-structured, open-ended interviews
targeted to the specific respondent types (FETP Directors and trainers, graduates, and MOH officials).
Open-ended, semi-structured interviews allow more freedom in the length and content of responses for
both the respondent and the interviewer than do more structured forms of data collection. Respondents
are alowed to answer specific questions at length, covering in their own words the issues that are
important to them. The interviewer is provided with an outline for addressing an established set of study
guestions while also being able to react to the respondents’ answers by probing on topics, themes, or ideas
that emerge during the course of theinterview. Thistype of interview process combines a descriptive
approach (through which answers to specific questions are sought) and an exploratory approach (through
which new, important, and perhaps unexpected ideas and issues can be discovered). Because of the less-
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structured nature of the data obtained from such interviews, data processing for the interview data was
carried out differently than for the data from the written survey instruments. Test datafrom the
respondents answers to the interview questions and probes were analyzed in order to answer the relevant
research questions.

For each interview conducted during a site visit, a transcript was developed based on hand-
written notes taken during the interview and an audio tape recording of that interview. During every
interview, one researcher was given primary responsibility for taking comprehensive notes. Upon return
from the field, the researcher responsible for the field notes typed the notes for each interview into an
electronic word processing template. The name for each of these data files was the respondent
identification code for the person interviewed. For any interviews not set up in advance of the site visit,
the respondent’ s personal information was later entered into the respondent database and then assigned a
respondent identification code. The data files were then checked for accuracy by the other researcher
present during the interviews. This process alowed the verification of the information and the
clarification of unclear points. The audio tape recordings of the interviews were used only to fill in
information missing from the field notes or for clarification.

Once reviewed and clarified, the interview transcripts were then imported as data filesinto the
gualitative data analysis software The Ethnograph®. Using this software, a content analysis of the
interview transcripts was carried out. The Ethnograph® enabled us to assign code words to individual
segments of interview text that represent discrete responses to interview questions and probes, as well as
to other meaningful text segments related to new, emergent topics and issues. The code words are linked
directly to the questions in the interview guides, which are in turn linked to the research and study
guestions. Appendix E.2 contains the qualitative data codebook containing the codes, their definitions,
and their relationships to the research and study questions.

When all of the interview data files were coded, the software allowed us to identify and collate
related text segments within and across all of the interview datafiles. The coded text segments can be
grouped in multiple ways, for example, by site or respondent type. By grouping coded text segments we
could compare respondents’ answers to the same questions while observing the patterns of emerging
issues and the extent to which these patterns apply to various types of respondents (e.g., all respondents of
a specific type regardless of site, or all respondents types from just one site). In thisway, the interview
data were used to develop the findings sections of this report.
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3.5 Methodological Limitations of this Study

Prior to the presentation of the results, we consider potential limitations in the data collection
methodology that could bias the conclusions that we have drawn from the data. We see several
limitations to this study that should be taken into account in the interpretation of the findings.

Site selection. The use of the site selection criteria, discussed in Section 3.1 of this chapter,
limits the generalizability of the results to the FETP countries not included in this study. For example, we
did not include programs no longer producing trainees. Therefore, we cannot assess reasons why
autonomous FETPsin some countries have continued producing trainees while others have stopped. The
selection of Uganda also introduces potential bias because this country was known a priori to differ
significantly from traditional FETPsin training methodology.

The FETP countries visited may not be representative of al host countries. We can only be
confident that the data collected during each site visit are relevant to that particular host country.
However, the limitations based on the site selection process do not mean that lessons learned in the
countries visited will not be useful to other FETPs. Contextual factorsin each of the individua countries
should be considered when applying the results of this evaluation.

Data collection. Another potential limitation of this research is the fact that more data were
collected from some FET Ps than others because response rates on the different forms varied.

Importantly, we were unable to interview training staff during our site visit to the Philippines because
these individua s were unavailable at the time of the visit.

The instruments used for data collection from the FETPs may have been lessrelevant to the
PHSWOW program. Although we made efforts to obtain feedback on the data collection tools in advance
of the site visit to Uganda, we were able to tailor only the archival data collection forms to this program.
We received no feedback on the relevance or appropriateness of the graduate self-administered
questionnaire to the PHSWOW. If this questionnaire is not relevant to the curriculum of the PHSWOW
program then this will affect the validity and reliability of our interpretations.

The information presented in this report represents the findings of an evaluation of the FETP
programs as awhole, not a“ performance check” of theindividual FETPs. The examples presented in the
following chapters do not represent comprehensive lists of accomplishments of or recommendations for
all of the FETPs, but are highlighted to support specific findings. Thus, it should be noted that alack of
information on the operation and/or activities of any given FETP does not represent alack of

accomplishment on the part of that program.
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4.0 Program Recruitment and Development

In this chapter we examine the process of program recruitment and devel opment using data
collected from interviews conducted at the 1996 FETP Directors Meeting and during the site visits and
the self-administered survey of FETP/PHSWOW graduates. We address the foll owing aspects of
program recruitment and development: (1) how and why interest in the program was generated in the
existing FETP countries, (2) the steps that led from initial interest to the establishment of an FETP, (3)
how countries customized the program to fit their needs, and (4) whether participating countries feel
satisfied with how their respective FETPs were established. We conclude with recommendations for
ways to improve the program recruitment and devel opment process.

4.1 Proceduresfor the Establishment of FETPs

The current criteriafor establishing an FETP are the result of an almost 20-year evolutionary
process. It has varied somewhat over thistime. However, generally FETPs are brought into being in six
stages: (1) contact and initial negotiation, (2) feasibility assessment, (3) securing funding for and
commitment to FETP, (4) hiring a full-time consultant,(5) designing the curricula, and (6) recruiting and
selecting trainees.

Discussions of thefirst five stages of FETP establishment are based on data collected from
interviews conducted at the 1996 FETP Directors Meeting and during the site visits. The discussion of
trainee recruitment and selection draws on data collected from these interviews as well as from responses
obtained from the survey of graduates.

4.1.1 Contact and Initial Negotiation

Recruitment of the early FETPs was generally initiated after the host country requested some type
of CDC technical assistance. Many of the early programs grew out of USAID requests for assistance.
More recently, however, countries have approached the CDC directly about the FETP. Most countries
requested FETPs either because they had: (1) visited CDC and someone at CDC sparked their interest in
the program, (2) heard about the program from individual s who have an FETP in their own country or are
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familiar with an operating FETP, or (3) heard of the EIS program and asked CDC how they could get
their own program started.

CDC usually responded to these requests by initiating a dialog about the benefits of developing
an in-county cadre of field epidemiologists. Some countries stopped pursuing the idea of establishing an
FETP when they learned that it was not a short-term program.

Four of the countries that were visited as part of this study were selected because the FETP had
been established well enough so that a successful transition to autonomous status had occurred (Mexico,
the Philippines, Spain, and Thailand). Looking back to the early days of these four programs, it is
striking that each of them had strong backing from one of several leaders in the health sectors of their
respective countries. This firm commitment to the concept of the FETP on the part of key officials
continued into the implementation phase, even after the in-country founders of the FETP moved on to
other things. In most cases, these individual s remained interested enough in the FETP to talk to us about
it severa years after their direct involvement with the program ended.

Initiation of the FETP in four of the countries visited resulted from a realization on the part of
these key people that the country lacked a solid knowledge and manpower base in applied/field
epidemiology. In Thailand, for example, physicians recognized that there was little epidemiol ogical
knowledge and alack of understanding of the etiology of disease at thelocal level. At that time, the Thai
health authorities relied heavily on MOH officials and WHO for solutions to public health problems,
rather than having trained professionals with knowledge of the local context available to address these
problems. Once thislack of knowledge was recognized, Thai MOH officials sought the advice of WHO
and the CDC.

In Spain, failure to take timely and effective steps in the investigation of atoxic oil epidemic
followed by a delay in the identification of avery serious pulmonary illness highlighted the need for
training in applied epidemiology. These experiencesillustrated that while Spain was very well developed
in terms of clinical work and academic epidemiology, applied epidemiol ogy lagged behind. Once
recognized, this need for training in applied epidemiology was brought before the authorities of the
Institute of Health Carlos I11 and the Ministry along with a proposal for the devel opment of a program
based on the EIS model. CDC representatives then traveled to Spain to assess the feasibility of
developing an FETP. Initialy, there was some resistance from the autonomous communities (county
level). The necessary support for the program was obtained after two national figures/leadersin public
health gave a presentation introducing the FETP program as away to address Spain’ s training needs.

In the Philippines, the Research Institute for Tropical Medicine was working to develop field
studies of diarrheal diseases so that clinica training could be augmented by applied work. There was

very little epidemiology training to be found at that time so the director of the Institute contacted USAID
31



for assistance in developing a training program that would satisfy this need. The Institute was then
referred to CDC through USAID.

Theinitiation of the Programa de Epidemiol ogPa Aplicada (PEA) in Mexico was catalyzed by a
visit from atechnical consultant from CDC to discuss the training of epidemiologists. At that time, there
were no epidemiologists available at the state level to investigate disease outbreaks. Every outbreak had
to be studied by people from the central level. The technical assistance offered by the CDC technical
consultant formed the basis of the FETP in Mexico.

4.1.2 Feasibility Assessment

During the establishment of the early programs, CDC worked with host countries to secure funds
and personnel for the sites. The newer programs have emerged from more extensive consultations and
the use of more formal assessment protocols and terms of agreement (Music and Schultz 1990). As part
of establishing the newer programs, CDC professional staff conduct brief “country trips’ in order to
assess the feasibility of setting up the training programs in those countries. During these trips, CDC staff
interview public health officials and explain the program, the requirements for implementation, and the
expectations of the CDC. In turn, the public health officials state their needs and expectations. The CDC
assessors also visit universities that are recommended by the country’s MOH and any other key
stakeholders identified during the initial interviews in order to determine the country’ s needs and
expectations.

An assessment outline has been developed by CDC and describes objectives and activities to be
undertaken in order to develop a detailed country plan for an FETP. The main assessment objectives
listed in the outline focus on determining (1) whether there istruly a need for an FETP, (2) whether the
country is committed to establishing an FETP, (3) what the program would look like, and (4) possible
sources and mechanisms of funding. Intermediate assessment objectives include learning about the host-
country’s nationa public health system (organization and operation), technical infrastructure (technology
and equipment use, communications, laboratories, and transportation), educational system, and non-
university epidemiology training efforts. An additional intermediate objective isto assessthelocal
interests of other organizations such as WHO, UNICEF, UNDP, World Bank, USAID, and other NGOs.
Thefina portion of the outline is comprised of an exhaustive list of organizations and individuals who
could contribute to CDC’ s understanding of a particular country’s public health system, educational
system, hon-university training activities, and technical infrastructure. Those who can articul ate the local
interests of non-governmental and donor agencies also appear on thislist of contacts. These contacts
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represent all of the persons/organizations that should be visited by the CDC assessors during the country
trip.

Before completion of the trip, the CDC assessors make a presentation and prepare a report for the
country that outlines the findings of the assessment. If the establishment of an FETP seems feasible, the
report also maps out an approach to establishing an FETP in that country. This document isreferred to as
a“country plan” and is devel oped according to a standardized format that is quite detailed inits
specifications.

4.1.3 Securing Funding for and Commitment to FETP

CDC works with the countries to develop afinancial plan for a program that will fit their own
national public health needs. In the process of developing the country’ s financial plan, CDC reviewsthe
feasibility assessment, works to identify funding for the countries, devel ops budgets, and provides some
technical expertiseto local sites. The financial plan also incorporates lessons learned from previous work
of the CDC and other FETPs. Once aplan is developed, CDC and the host governments work together to
secure the necessary funding from ministries of health, academic institutions, donor agencies, and other
national and international partners.

Start-up and recurrent costs are the two financial requirements for establishing and maintaining
an FETP. Each FETP has obtained funding for their start-up costs from a unique set of sources. The
salary of the CDC in-country consultant is usually provided by a source other than the CDC. Once
several classes have graduated from an FETP and the program has trained some of its graduatesto be
supervisors, the CDC consultant is generally withdrawn, leaving only the need to support the recurrent
costs. (Music and Schultz 1990).

The establishment of programs in countries with low-income economies has required the
financial support of an international donor, most often the U.S. Agency for International Devel opment
(USAID) and the World Health Organization (WHO), the World Bank, and the Pan-American Health
Organization (PAHO). The Rockefeller Foundation has played a key role in the establishment of a new
type of field training program, “ Public Health Schools Without Walls’ (PHSWOW). One programin a
country with a middle-income economy (Colombia) and all the FETPsin countries with relatively high-
income economies have been established solely with national funds (Holt and Fishbein 1996).

Spain experienced funding difficulties during the start-up of its FETP. A contract was drawn up
between CDC and the Institute which stated that Johns Hopkins University would pay for the consultant
and an overhead fee. One respondent expressed concern that the initial overhead rate proposed was too

high. Negotiations between the two parties eventually brought the rate down by six percent. Even with
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the reduced rate, the host-country found the agreement very expensive. We were told that if Spain had
not already committed to the program they might have dropped out at that time.

It was also difficult for Spain to make money available to the FETP trainees for field outbreak
investigations because the trainees were not employees of the Institute - their salaries were paid by the
communities. In order to cover thetrainees field expenses, the Institute had to set up accessto an
“investigation fund” that trainees could apply to for grants. One respondent indicated that without this
fund, the field portion of the program would not have been possible.

All partiesinvolved in setting up the program must commit to the FETP. The MOHs need to
make a commitment to fully support the program by institutionalizing FETPs within the ministries,
providing adequate salaries for the trainees, and by establishing a career ladder for suitable graduates of
the program. The MOHSs usually also agree to provide office space, permanent local support steff, and a
FETP director to run the program once it is autonomous (Holt and Fishbein 1996).

4.1.4 Hiring of the CDC Consultant

After they are solicited and secured, funds are used to cover the operating costs of the program
and to hire along-term CDC consultant. This consultant lives in the host country, advising local FETP
staff on matters related to curriculum content and development and serving as the CDC’s main
representative abroad. While the CDC encourages the countries to contact the CDC directly, the long-
term consultant often acts as the principa line of communication between the host country and the CDC
in Atlanta.

The way in which the CDC consultant was selected varied across the four FETP countries visited.
In Thailand and Mexico, CDC chose the full-time consultant with little or no input from the host-country
MOH.

The MOHsin Spain and the Philippines had more input into the selection of the full-time
consultant. In the case of the Philippines, CDC announced the position and the leading candidate visited
the Department of Health and was interviewed by key stakeholders (senior staff from the Institute for
Tropical Medicine and from the DOH) in the host country. After interviewing the candidate, the DOH
approved the nominee for the position and CDC offered the candidate the job.

In Spain, public health authorities selected the candidate from alist of EIS officers supplied by
the CDC. A host-country committee was created to evaluate the resumes of each of the candidates on the
list. Thefirst person chosen for the consultant position cancelled plans to take the post at the last minute.
Those on the selection committee then had a short period of time in which to select another candidate.

The committee reviewed the remaining candidates and nominated a second person for the consultant
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position. The director mentioned that certain characteristics were important when considering the
candidates. One of these was language. The first choice was a North American who spoke Spanish and
the second choice was a L atino.

Overall, FETP directors from three of the countries visited reported that they were satisfied with
the amount of input their MOHs had in the selection of the long-term consultant. The Thai MOH showed
their support of CDC’ s choice by providing the consultant with office facilities and logistical support
including auxiliary staff. This showed the MOH’s commitment to the program and led to a sense of
ownership of the FETP. The program manager of the Philippine FETP commented that their face-to-face
encounter with the candidate was crucial in terms of their satisfaction with the consultant selection
process.

4.1.5 Designing Curricula

The process of curriculum development varied across the countries visited. The Thai MOH did
not have much input into the curriculum development process. The CDC consultant took the lead in
designing the curriculum but worked in conjunction with a curriculum working group to devel op the draft
plan. The CDC consultant, MOH officials and staff from the School of Public Health comprised the
working group at the time of start-up. The CDC consultant to Thailand's program held primary technical
authority in the decision-making process pertaining to the development of the curriculum at the time of
start-up. Once the draft curriculum was devel oped, a committee set up by the MOH reviewed and
approved it.

In Spain, the CDC consultant and the national program director shared the technical authority in
the decision-making process related to curriculum development. At the time of start-up, the Minister of
Health had delegated the development of the program curriculum to those persons he felt were the most
“nationally responsible,” at the same time giving his full support to the program. The consultant worked
closely with these individuals — the country director, the general subdirector of epidemiology and the
center director — to devel op the program objectives and the day-to-day course plans and to adapt the
CDC materialsto Spain’s needs. Although this was ateam effort, one respondent pointed out that the
ultimate responsibility for this process rested with the National Center for Epidemiology.

In the Philippines, the MOH had a high level of input and held primary technical authority in the
decision-making processin terms of curriculum design. The MOH “knew what it wanted” and relied on
the long-term consultant for technical support in adapting CDC materials to the Philippine curriculum and
in developing the first drafts of the training schedules. The CDC consultant also prepared the first drafts
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of learning objectives, class content, and schedules. The country director and consultant worked very
closely together, brainstorming about the curriculum.

In Mexico, the CDC consultant worked with the MOH to adapt the study plan to the needs of the
country. One respondent noted that in the beginning, the program was very tightly directed by CDC and
that later it became more attuned to the needs and politics of Mexico.

4.1.6 Recruitment and Selection of Trainees

Curriculum design isfollowed by the recruitment and initiation of the first training class. Table
4.2 presents the date the first class was selected and the date the first class graduated for each of the

countries visited.

Table4.1 DateFirst Trainee Class Was Selected and Date First Class Graduated

Site Visit Datefirst Datefirst class
Country class selected graduated
Thailand 1980 1982
The 1987 1989
Philippines
Mexico 1984 1986
Spain 1993 1996
Uganda 1994 1996

Source: FormD.1

Our assessment of the trainee selection process includes the use of survey data collected from the
universe of FETP/PHSWOW graduates on their experiences with regard to the trainee selection processin
their respective countries. Respondentsto the form C survey are described by education, age, and gender
inTable4.3.

One-hundred and thirty five graduates from five FETP/PHSWOW countries responded to our
guestionnaire. Only one respondent reported not having completed the training program. One hundred
and twenty-five (93%) of the respondents hold an MD degree. Forty-seven graduates (36%) hold an MD
degree only. Forty-eight respondents (36%) hold both an MD and an MPH. The remainder hold some
other advanced degree. Respondents are equally distributed in terms of gender across all five
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Table4.2 Summary Background Information Obtained from FETP Graduates

Response Rate Advanced Degrees Gender
Number of M D/Other Other

Site Visit surveys Number of | Response | MD MD/ advanced MPH, advanced | Mean

Country sent Responses rate Only | MPH degreet No MDt degree Age | Female | Male
M exico* 101 58 60% 17 18 18 1 3 39 30 28
Thailand 71 35 52% 7 22 6 38 12 23
Philippines 34 23 68% 16 3 3 1 38 15 8
Spain 14 12 86% I 1 3 1 40 I 5
Uganda 17 8 47% 5 3 35 3 5
Tota 237 136 47 49 30 5 4 67 69
% 35% 36% 22% 4% 3% 49% 51%

*  One response to this question was missing for Mexico.

T This category included the following types of degrees and specialties: Doctor of Philosophy (7), Bachelorsin Veterinary Medicine (5), Bachelors of Science
(5), Mastersin Hospital Administration (2), Masters of Science (6), Doctor of Public Health (1), Management and Administration (5), epidemiology (13),
public health (3), internal medicine (2), occupational health (1), pediatrics(1), health services management (1), MBCHB (1), BDS (1), and ADHSM (1).
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countries, but an excess number of males responded from Thailand and an excess number of females from
the Philippines. The respondent samples from the first four countries visited are very similar in terms of
mean age. Respondents from Uganda, the newest of the five programs, are the youngest group of
graduates.

The manner in which respondents learned about the FETP/PHSWOW was similar across the five
countries visited. Table 4.4 presents information on how the graduates in our study found out about the
training program. Most of the graduates (55%) learned of the training program through their employers.
Other respondents learned about the program through publications (10%) and friends or colleagues
(11%).

Table 4.3 Ways Respondents L ear ned about the FET P/PHSWOW

How the graduates found out about the FETP/PHSWOW
froma | from FETP

Site Visit local friend or staff or

Country n | Employer | university | publication | colleague trainees | other*
Mexico 58 42 1 3 6 1 5
Thailand 35 10 1 8 3 4 9
The 23 12 1 5 5
Philippines
Spain 12 11 1
Uganda 8 3 1 2 1 1
Tota 136 78 3 14 15 10 16
% 57% 2% 10% 11% 7% 12%

Source: Form C

* This category includes the following types of responses: from a flyer (3), from the Secretary of Health (2),

from the MOH (4), from ateacher or mentor (4), from the national health system (1), from program
training (1), and from meetings (1).

The FETPsin the countries we visited have unique trainee selection processes that have evolved
over time. In these countries, CDC had little or no direct input into the decision-making process
pertaining to the selection of FETP at the time of start-up other than input through the CDC consultant.
While standard sets of procedures for trainee selection arein placein severa of the countries visited, in
some of these countries this process is sometimes unnecessary because the number of applicantsis often

equal to the number of spaces available.
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At the time of start-up, traineesin the Mexico FETP were nominated from the Direccion Genera
de Epidemiologia (DGE) and State Health Departments. At that time, residents were not al MDs.
Beginning in 1992, epidemiology became a part of the national medical system, and the selection of
residents came under the control of the National Residency Examination, given every year for all general
medicine graduates who want to go into a specialized residency. Now, most of the applicants are
physicians and they must apply to UNAM for amedical residency program, indicating their interest in
applied epidemiology. The main criterion for acceptance into the program is an individual’ s score on the
national examination. The examination process identifies the most qualified candidates, who are then
sent to the DGE or the IMSS for further screening.

Finalists areinterviewed by the FETP Director and other program staff. One interview covers a
general understanding of epidemiology and one an understanding of how DGE is oriented to do
epidemiology. Work history as well as experience with and attitude towards working in teams are also
considered. Other criteria used to select trainees include an evaluation of theindividual’ s ability to
dedicate himself/herself full-time to the program as well as his/her state of health. The DGE has two
additional vacancies set aside. In order to allow for the participation of non-physician and/or outside
candidatesin the FETP. Currently, one of these additional vacancies has been awarded to a candidate
from Cuba.

In Thailand, the national program director is now in charge of the trainee recruitment and
selection process. A trainee selection committee was created by the MOPH and is chaired by the Director
of the Division of Epidemiology with the national FETP director as committee secretary. All staff,
including senior staff from this division, have served as committee members. Most of the members of the
Thai trainee selection committee are trainers.

All applicantsin Thailand apply through the Thai Medical Council which has approved the Thai
FETP as atraining ingtitute qualified to train epidemiologists. At the time of start-up, selection of
participants for the Thai FETP was done by written examination. Now, only an oral interview is required.
The selection is based on a quota from the Council.

Respondentsin Thailand felt that trainees should have a stronger background in public health
with some prior training in epidemiology. There was some disagreement in Thailand as to whether or not
the program should recruit non-MDs. Some feel that the program should only admit M Ds because they
have the recognition and respect of others. Othersfed that because alarge number of epidemiologists are
needed all over Thailand, non-MDs should be actively recruited to satisfy thisneed. Several respondents
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noted, however, that there is currently alack of financial or career incentives for people to enter the
program.

In the Philippines, the trainee selection process is based on the collective decision of atrainee
selection board that is created by the MOH, and includes MOH directors, academics, and the national
FETP program director and/or training officer. The FETP nominates MOH directors for the board who
represent what are anticipated to be service areas. Academicians are included as members so they may
lend their expertise and credibility to the training program. Thereis no formal application process for
potential trainee selection board members. The national program manager nominates individuals for the
trainee selection board, and the Secretary of Health decides whether to approve each of the nominations.

In Spain, at the time of start-up, the trainees were selected by the national program director and
the CDC consultant. Because the program is designed to strengthen the regional epidemiologic services,
theregional health authorities (Regionales de Vigilancia Epidemiol ogica) now form the selection
committee and thus play a primary role in the trainee selection process. The criteriafor selection of
committee members are based on direct responsibility in the development of the program and on
ingtitutional, technical, and political-administrative representation.

At present, the formal trainee application process in Spain consists of the regional services
sel ecting the candidates and then formally inviting those candidates to apply. Each isthen notified of
his/her acceptance and invited to attend the annual Programa Aplicada de Campo (PEAC) meeting. The
successful candidates' attendance at this meeting allows the health authorities and program director the
opportunity to meet with them. Graduates from four of the five countries visited reported having been
interviewed as part of the trainee selection process. Table 4.5 presents information on the number of
graduates who were interviewed as part of the trainee selection process and by whom. All of the graduate
respondents from the Mexican and Philippine programs reported having been interviewed. All but two of
the graduate respondents from Thailand reported that they had been interviewed. The greatest percentage
of trainees (65%) were interviewed by some combination of MOH, CDC, and FETP staff indicating that
the responsibility for the interview portion of the trainee selection process is shared by these parties.

Table4.4 Number of Graduates Interviewed and Who Interviewed Them

Number of Interviewed by:
Site Visit graduateswhowere | MOH CDC | FETP staff
Country n interviewed only only only Other*
Mexicot 58 58 11 15 24
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Thailand 35 33 13 20
The 23 23 23
Philippines

Spain 12 6 6
Uganda 8 0 - - - -
Total 136 120 11 1 28 73
% 89% 9% 0.9% 25% 65%

* This category includes the following types of responses: CDC and MOH; MOH and FETP staff;
CDC and FETP staff; CDC and “other”; FETP staff and “other”; CDC, MOH, and FETP staff;
MOH, FETP staff and “other”; and CDC, MOH, FETP staff, and “other.”

T Eight graduates of the Mexico FETP did not report who interviewed them.

4.1.7 Expectationsof Trainees

Not all participantsin the FETP enter the program with clear ideas about what the training will
involve or what it will prepare them to do. Most had some sense that the program would involve learning
by doing and would be accompanied by direct experience outside of the conventional academic setting.
CDC'sinvolvement in the program was a motivator cited by several participants.

Most also recognized that they would be acquiring tools — such as the processing and
interpreting of data— that could be applied to public health work, which would offer them opportunities
beyond the curative, medical model to prevent and control diseasein community populations. Often a
personal experience served as a catalyst. For example, one participant shifted from aclinical focusin
obstetrics to a preventive focus after hearing of the FETP from a colleague. Ancther joined after
experience with a cholera outbreak. And for still another, the overwhelming picture of unnecessary
suffering observed daily in a community hospital led to recognition of the need for broad-based public
health efforts to prevent and control disease.

Several respondents finished previous educational experiences feeling they still had alot to learn
or were looking for broader arenas of action. A Spanish focus group participant viewed the FETP as a
way to “formalize through a concrete program many of the pieces | had picked up over time.” Some
came with relatively ambitious goals: one respondent entered the program hoping to learn “the breadth of
public health,” another wanted to know “how to direct human resources to improve the health of the
population,” and yet another hoped to obtain “the seed of public health and epidemiology.” Others had
more specific goalsin view: arespondent from the Philippines, formerly amunicipal health officer, was
bothered by the fact that there were often no real recognized actions undertaken after outbreak
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investigations to prevent future outbreaks and hoped FETP training might help her/him to change this
situation.

A number of our respondents spoke of being ready for something new and different - one was
“bogged down” in ajob at the time and was looking for travel and research opportunities, while another
embarked upon the program as “a process of discovery” with little prior knowledge of what it entailed.
Becoming “ quicker at making decisions’ was a motivation cited by one Spanish focus group participant,

and another Spanish participant wanted to “see if | was doing things the best way or if there were better

ways.

4.2 Recommendations

In both the interviews and the self-administered questionnaires, respondents suggested several
ways in which the process of establishing an FETP and recruiting trainees might be improved upon.
There was a consensus among respondents that there needs to be more collaboration between CDC and
the host country in developing the program. Respondents describe CDC'’ srole as collaborative, assisting
the host country in maintaining quality, serving as a standard of reference, and helping the program
develop the basis for inclusion in the international epidemiologic network. Respondents report that health
workers in the host countries appreciate advice and assistance, but like to be the final decision-makers.
Because they are key stakeholders, they would like to play a greater role in the program devel opment
process.

Only one recommendation was made in regard to improving the curriculum devel opment process
— that an external evaluation group comprised of people familiar with epidemiology and public health
would be helpful in identifying areas in which the curriculum is weak and where it could be strengthened.

One way to increase the commitment of Ministries of Health to the FETP might be to broaden
participation in the selection process by inviting directors of various Ministry of Health departments to sit
on selection committees. Thiswould aso encourage directors to nominate trainees from their own
departments.

Trainee selection is a difficult area because many countries do not have many applicants from
which to choose. One main recommendation for improving the trainee selection processis to generate
more interest in the program so that there is alarger pool of applicants from which to choose. Countries
that have difficulty in filling trainee slots could pursue more active recruitment by advertising through

schools of public health and through provincial and regional public health agencies and facilities.
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5.0 Quality of Training

One of the objectives of this evaluation is to assess the quality of both the class work and field
work components of FETP training. In this chapter, we examine: (1) the content of the class work and
field work components, (2) the balance between these two components, (3) the impact of the FETP
program on trainees, and (4) contextua factors that influence the ability of traineesto derive benefit from
FETPtraining. We conclude with recommendations for ways to improve the quality of FETP training.
Throughout this chapter, we draw on data collected from interviews with FETP graduates and trainers,
from archival data collection forms completed by program directors, and from graduates’ responsesto a
self-administered questionnaire.

5.1 Content of ClassWork and Field Work Trainingin the Site Visit Countries

The main objective of an FETP isto promote the professional development of applied
epidemiol ogists who can practically apply epidemiologic methods to avariety of public health problems
in their respective countries. FETPs go beyond merely providing training in applied epidemiology —
they are designed to devel op the public health capabilities and infrastructure of the host country. In order
for the program to achieve this goal, trainees need to develop arange of skillsin three critical aress:
epidemiologic method and theory, communication of information to colleagues and public officials, and
professional skills needed to participate in the national and international public health community. FETP
trainees are provided with the opportunity to develop these skills through both core (required) and
supplemental (optional) learning activities. All of the training programs included in this study are two

yearsin length and require that the trainees attend the program full time during the training period.

5.1.1 Content of the Class Work Component

Table 5.1 presents information from the survey of graduates on the content areas covered in the

class work components of the training programs. These data illustrate that the core areas of



Table5.1 Content of the Class Work Component of FETP/PHSWOW Training
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T This category includes the following types of responses: occupational and environmental health (8), statistics/biostatistics
(5), computer skills (4), management and leadership training (3), nutrition (3), demography (2), primary health care (2),
MCH (2), behavioral science (1), health promotion (1), mental health (1), resolving administrative problems (1), and
nosocomial infection (1).
1 The very low number of graduates of the Uganda program and the recentness of their training must be considered in the interpretation of these data.
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epidemiological concepts, tools, and methods are being addressed in the class work components of all
five programs. All categorieslisted had at |east some responses indicating that al five programs are
covering, at least to some extent, each of the content areas. Practicaly all of the respondents (greater than
92%) in the five countries visited reported that epidemiologica concepts, tools and methods, prevention
and control of specific diseases, and understanding health services delivery systems were included in the
didactic portion of their training. Management skills, such as planning, evaluation, and health care
financing were less consistently reported by graduates. The relatively low number of graduates recalling
training in communication and dissemination skillsis also noteworthy.

Most of the graduates (greater than 84%) in our sample from the Mexico, Thailand, and the
Philippines indicated that qualitative methods were covered in the class work portion of their training.
Only 33 percent of the graduate respondents from the Spanish FETP reported that this content area was
covered in the class work component of this country’s program. Gresater than 67 percent of the FETP
graduates in our sample from Thailand, the Philippines, and Spain reported that research design was
included in their curricula. Only 33 percent of graduate respondents from the Mexican program indicated
that the class work portion of their training included this content area. The Spanish FETP appears to
provide good coverage of the topics of public health planning and evaluation (92% of respondents) and
health economics, budgeting, and health care financing (92% of respondents). These content areas are
lesslikely to be consistently covered in Mexico, Thailand, and the Philippines (9 to 56% of respondents).
The Mexican FETP exhibits the highest percent of positive responses (70% of respondents) for the
content area covering the presentation and communication of epidemiological information. The Thai,
Philippine and Spanish FETP graduate respondents (34 to 55%) indicated that this content area was not
aways included in the curricula.

Responses by the FETP directorsto Form D.1 (see Appendix C.1) do not always coincide with
what the graduates reported in terms of curriculum content. For example, the Thai director said that
qualitative methods were not covered but 91 percent of the Thai graduates sampled reported that it was.
Spain's FETP director said that research design and understanding health services delivery systems were
not covered in the class work component yet 67 percent of the graduate respondents, indicated that the
first areawas covered, and 100 percent indicated that the second was covered.
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5.1.2 Content of the Field Work Component

Table 5.2 summarizes the data collected from the graduates rel ated to the areas of focus within
the field work component of FETP/PHSWOW training. Graduates' responses by cohort and program
directors' responses are presented in Appendix C.2. These dataillustrate that the FETPs and the
PHSWOW visited are covering the core training areas of the FETP. Most of the respondents (93 to
100%) from all the countries reported that opportunities to manage surveillance systems and to conduct
outbreak investigations were provided in the field work portions of their training. Many respondents (71
to 100%) also reported that their training provided them with opportunities to communicate
epidemiological information, characterize a public health problem and carry out epidemiological research
projects.

Responses from the graduates in our sample indicate that FETP field work in Mexico, Thailand
and the Philippines has a strong focus on carrying out risk assessments and investigating emerging public
health threats (61 and 93% of respondents, respectively). Responses from the Spanish FETP graduates
suggest that these activities are not as strongly emphasized in this program (50 and 25% of respondents,

respectively).

5.1.3 Balance Between Class Work and Field Work

Table 5.3 presents the lengths of the didactic and field work components of training for each site
visit country as reported by FETP graduate respondents to our survey. All four FETPs dedicate more
time to field work than to class work. The lengths of these training components vary from program to
program. The Philippine and Thai FET Ps dedi cate the smallest proportion of the total training period to
class work (approximately 10% and 20%, respectively). About 30 percent of the Spanish FETP' s total
training period is dedicated to classwork. PHSWOW graduate respondents reported that the PHSWOW
program in Uganda dedicates equal time (12 months) to each component.

Respondentsin all of the countries visited mentioned the need to seek a balance of academic rigor
and real world problems in the content of the FETP training experience. Responses from our site visit
interviews are mixed on thisissue. One respondent in the Philippines felt that the balance between
applied epidemiology and academic training is “just right” and emphasized that “ other learning comes
later.” Severa respondentsin Mexico mentioned that, while there were ample opportunities to do
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Table5.2 Areasof Focus Within the Field Work Component of FETP/PHSWOW Training
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9% | 100% | 63% | 74% | 54% | 71% | 49% | 29% 89% 83% | 97% | 31%

The s | 2 23 14 19 14 17 o 5 23 20* 21 12
Philippines 100% | 100% | 61% | 83% | 61% | 74% | 39% | 22% 100% 87% | 91% | 52%
Spain o 12 12 6 3 2 9 5 2 10 11 9 5
100% | 100% | 50% | 25% | 17% | 75% | 22% | 17% 83% 2% | 5% | 42%

oanda o 8 8 8 7 8 8 8 8 8 8 8 8
9 100% | 100% | 100% | 88% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 88%

Source: FormC

* One or more responses to this question were missing for this country.

1

The very low number of graduates of the Uganda program and the recentness of their training must be considered in the interpretation of these data.
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Table5.3 Total Length of FETP/PHSWOW Training and Lengths of Didactic and Field
Work Components

Length of FETP training Number of months Number of months dedicated
. . coursein months dedicated to class work to field work

Site Visit : - -

Country range mean | median | range | mean | median | range mean median
Mexico 24-48 25 24 1-24 9 8 4-44 18 16
Thailand 22-26 23 24 1-12 4 2 1-23 20 22
The Philippines 12-24 24 24 1-3 2 2 10-23 22 22
Spain 21-24 24 24 2-6 5 5 16-22 19 19
Uganda 24 - - 6-12 11 12 8-18 12 10

Source: Form C

practice exercises, more field opportunities were needed so that trainees can apply what they have learned

in classto real situations.

5.2 Strengthsand Weaknesses of FETP Training

In this section, we describe strengths, weaknesses and limitations of the effectiveness of the FETP

training as expressed by graduate respondents to our survey and by interviewees during our site visits.

5.2.1 Agpectsof the Training That Worked Well

Table 5.4 summarizes graduate respondents’ opinions of the skillslearned through training that
were most useful in their public health practice after graduation. Skillsin conducting outbreak
investigations and in devel oping/managing surveillance systems were those most frequently cited by
respondentsin al of the countries visited. Skillsin conducting epidemiological research, applying
epidemiological concepts and methods, disseminating public health information, and carrying out
eval uations were the next most frequently cited as having been useful in graduates' public health
practices.

Respondentsin all of the FETP countries visited thought that one of the best things about the

training program is the flexibility of the curriculum. They thought that, in order to remain valuable,
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Table5.4 FETP/PHSWOW Graduate Respondents Opinions of the Skills Learned Through Training That Were Most Useful

in Their Public Health Practice After Graduation*
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* Cell values represent the number of respondents who listed each type of recommendation. Most respondents provided more than one recommendation.
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FETPs need to adjust to the changing public health environmentsin their host countries. One response
from an informant in Thailand captures this message:

Unmet needs continue in areas of the FETP s original focus — outbreak investigation

and surveillance goals are still not fulfilled. Primary aims should be accomplished first

so it will be important to maintain this direction but it is also important to develop

skillsto conduct research and continually assess and evaluate public health

infrastructure and programs. We should be cautious about moving into other areas and
should proceed step by step.

Another strength of the program that was repeatedly emphasized by respondentsis the “learning-
by-doing” approach that is characteristic of the FETP model. One respondent from Spain made this point
clearly, telling us that “ epidemiology can be very dry and the FETP makes the themes real.”

5.2.2 Agpectsof the Training That Need | mpr ovement

Respondents noted several aspects of FETP training that need improvement. One of the most
frequently cited needs was for more organization or re-organization of program curricula. Many
respondents felt that FETP curricula were fragmented. One graduate in Mexico reported that it is difficult
to integrate the elements learned in the training and “ understand everything from the bottom up.”

Many respondents noted the need for broadening the field experience of the traineesto include a
wider range of activity types. There were many suggestions made in this area and most of the
respondents stressed the importance of including activities in program planning and evaluation, public
health administration, and health economics.

Respondentsin several of the site visit countries highlighted the need to strengthen the focus on
decision-making skills and address the importance of leadership. One graduate of the Mexican FETP
pointed out that there needs to be more of an emphasis on devel oping solutions — the residents need to
know more about programs that work, what are the fundamental elements, and what other elements will
allow them to move beyond an investigation towards a solution.

Graduate respondents suggested many topics on the self-administered questionnaire for inclusion
in the training program to more effectively address the challenges encountered in their public health
practices. A summary of these suggestions across all five site visit countries is presented in Table 5.5.
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Table5.5 FETP/PHSWOW Graduate Respondents Recommendationsfor What to Includein the Trainingto More

Effectively Addressthe Challenges Encountered in Their Public Health Practices*
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* Cell values represent the number of respondents who listed each type of recommendation. Most respondents provided more than one recommendation.
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At least afew graduatesin all five of the site-visit countries indicated that a stronger training
focus on health economics and statistics would have hel ped them better address the challenges they face
in their public health practices. Program planning and evaluation were also identified by the respondents
as content areas that could be given more emphasis during training.

Interviewees from all of the study countries highlighted the need to strengthen decision-making
capacity at the provincial level and the need for personnel who can use data to understand and develop
solutions to health problems. Graduates need to learn the scientific method and thinking skills they can
apply to data collection and analysis.

A respondent in the provinces of Thailand who has employed FETP graduates and mentored
trainees cited alack of breadth in their background and perspectives on public health that makes it
difficult for them to adjust to work in the provinces where jobs are less specialized than in the central
administration. On a surveillance project, for example, the mentor suggested a number of different data
sources that the trainee might have used to get a complete picture of the public health problem being
studied. Instead, the trainee limited surveillance to a single source, which seriously skewed the study and
missed important segments of the high-risk population. This user of the FETP felt that participants are
technically good but limited in their knowledge of health systems and local contexts —they are not
accustomed to applying epidemiol ogic knowledge to administrative functions such as the analysis of the
managerial capability of programs or to developing solutions.”

According to one respondent, the Mexico FETP — having recognized that “ pure”
epidemiologists will not be able to do what needs to be done in their country — seeksto “ create
epidemiol ogists who can build epidemiological knowledge in an administrative context.” Asthe
respondent recognizes, however, the challenge liesin how to build applications skills without ignoring
epidemiol ogical method and theory; how to teach the rudiments of outbreak investigation and
surveillance while also teaching methods for management, administration, and planning — al without

diluting the quality of the program.

5.2.3 Contextual Limitations on the Effectivenessof Training

There are severa factors that were identified by respondents as barriersto training. The most
important of these are inadequate financia support of trainees, multiple competing work demands during
the training period, limited access to computers and software, and poor linkages with public health

professionals at other levels and in other disciplines and departments.
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Attending the training program can be costly for participants, especialy for those who must re-

locate. In order to reduce the financial burden on the trainees, the MOHSs of all four FETP countries

provide paid leave for their trainees. According to the Directors of the Thai and Philippine FETPs, al

other employers aso provide paid leave for their trainees. During the two-year training period, traineesin
the Thai FETP receive full salary from the MOPH. The Director of the Mexican program indicated that

employers other than the MOH do not provide paid leave for their trainees. The Director of the Spanish

FETP was not sure whether employers other than the MOH provided paid leave for their trainees.

Table 5.6 presents data on the number of graduate respondents who received paid leave from their

employers and the employment situation of these graduates at the time they were enrolled in the training

program. One hundred and seven (79%) of al respondents indicated that they received paid leave from

their employers. Although they received paid leave, 12 of these respondents continued to work during

their training (1 in Uganda, 9 in Mexico, 1 in Thailand, and 1 in Spain). One hundred and seventeen

(86%) of the graduate respondents reported that they worked at no other job butonly attended training

during their enrollment in the program; 20 percent of these respondents indicated that they did not receive

paid leave.

Table5.6 Summary Information on Graduates Who Received Paid L eave and Their
Employment Situation at the Time of Training

Graduates whose employers provided paid leave Graduates whose employers did not
n=107* provide paid leave n=27*
Number of Number Number of Number
graduates who Number graduateswho who Number
whose wor ked at who Number did not receive | worked at who
employers their worked at | whoonly | paid leaveand their wor ked at
Site Visit provided regular another attended only attended regular another
Country n paid leave job job training training job job
Mexico 58 37 9 28 19 2
Thailand 35 32 1 1 30 1 1
The 23 21 21 1 1
Philippines
Spain 12 11 1 10 1
Uganda 8 7 1 6 1
Totals 136 108 12 1 95 23 2 2

Source: FormC

* One response to this question is missing for Thailand

One respondent from Thailand reported that financial considerations really only constrain the

research activities of the trainees because “the budget is not flexible” when it comes to these kinds of
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activities— the Thai government budget has tight regulations on certain types of spending and cannot
fund this kind of work. In the Philippines, trainees can seek a supplemental stipend if they need it.
Because Mexico's FETP training is based in the capital city, the cost for those from outlying areasis
sometimes quite high. Also, the mgority of trainees have families when they enter the program, which
implies agreater cost. The director of the FETP in Spain commented that financia considerations related
to paid leave are not a problem and thus have no effect on the ability of this program’ s trainees to focus
on their studies. However, in order to cover their field expenses, traineesin the Spanish FETP must apply
to the Institute for grants from an “investigation fund.” Access to this fund was set up by the Institute
because it could not provide financial support to trainees, asall of their salaries are paid by their
communities.

Respondentsin many of the site visit countries reported that their FETPs lacked sufficient
administrative support structures. Thislack of administrative support can influence the quality of FETP
training by compromising the training schedules. One respondent from the Philippines pointed out that
the small FETP training staff are expected to be “jacks-of-all-trades’ and are being strained by all of the
demands placed on them. Although they are currently able to cope with these pressures, this sometimes
affects the training schedules. One graduate of this program reported that “sometimes before the didactic
sessions are completed, trainees are sent out on their first investigation because there are not enough
FETP staff.”

A similar lack of administrative support was reported by a respondent in Spain who told us that
training staff must do everything themselves, including the clerical tasks. Thissituationisaso
encountered by trainees when they return to their jobs during their second year of training. The
expectations of employers sometimes place a heavy burden on the trainees — they may be expected to do
all of the tasks that they used to do, in addition to completing their final FETP project. One respondent
pointed out that “...employers may not recognize the burden that is being placed on the trainees or even
that they are till involved in the course.”

Limited access to computers and relevant software can also affect the quality of the training
provided by the FETPs. Many respondents were concerned that trainee technical competenciesin areas
such as intermediate to advanced statistical analysis could not be increased without better accessto
computers and statistical applications.

Linkages with public health professionals at other levels and in other disciplines play an
important rolein identifying and creating field opportunities for FETP trainees. If these linkages do not
exist in the country, the experience of FETP traineesis limited by alack of opportunitiesto carry out
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public health projects. In Thailand, for example, the Division of Epidemiology’s surveillance systemis
currently the only system with which the traineesin the Thai FETP can gain experience. Severa
respondents pointed out that forging ties with health professionals in the provinces may help to create
more opportunities for training in surveillance systems. Respondents from Mexico indicated that
connecting the FETP with other departments and disciplines would help the program obtain more

opportunities for residents to do field investigations.

5.3 Impact of the FETP Program on Trainees

To achieve an impact on the public health infrastructure of participating countries, the FETP must
provide trainees with knowledge and skills that will enable them to become productive members of the
public health system. The training they receive must also be sufficiently recognized by potential
employers so that graduates are hired and eventually promoted to positions of authority. In this section
we discuss (1) skills acquired by FETP trainees, (2) professional advancement of FETP graduates, and (3)

overall impact of the FETP program on participants.

5.3.1 SkillsAcquired by FETP Trainees

When first introduced into each of the study countries, the FETP was designed to support
practical epidemiology in the face of epidemic outbreaks, where once there had been a lack of resources
and knowledge of methods to address such public health problems. Some of the respondents with whom
we spoke compared the way outbreaks were handled in the days before FETP with the way they are
currently handled. 1n the Philippines, for example, outbreak investigation has gone beyond “just counting
cases’ and “interviewing afew key people,” to “digging deeper” by using a set of study questions and
doing anaytic studies. We heard similar statementsin other countries.

Our site-visit interviews with public health professionals suggested a number of areas where
FETP participants are acquiring new skillsthat assist them with outbreak investigations. Interviewees
mentioned better use of the scientific method and a systematic approach to problem identification, more
routinized and formal methods for documenting and monitoring emergent health problems, better
coordination with local health officias around the initiation of control procedures, and better diffusion of

knowledge to both health professionals and the public in affected communities. Respondents told us that
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FETP trainees also learn to be creative and to use combinations of methods in their problem-solving
outbreak investigation activities.

As decentralization progressesin al of the countries visited, those coordinating FETP outbreak
investigations are adopting a model of “dispersed expertise.” This approach is moving the FETP from a
role as the actua “outbreaker” to a more facilitative role, linking field investigations being conducted by
local public health workers with knowledge and resources available nationally. FETP participants
become the trainers and supporters of cadres of local health professionals interested in developing their
own set of scientific and investigative skills.

FETP participants also play arole as educators of local health professionals and the public.
These opportunities arise as interventions are designed and implemented to control outbreaks or as
preventive measures against potential outbreaks are instituted. For example, one graduate in Mexico
pulled together a series of meetings to educate physicians about dengue fever. This respondent found the
physicians much more supportive of his efforts than they had been in the past, “ because we now have the
statistical and methodological bases to do investigations.”

The question then arises whether this new role for FETP requires a different type of training from
that suited to the training of outbreakers per se. In Thailand, for example, there are now a number of
epidemiology staff in the provinces that can do basic epidemiol ogic investigations and who only seek
support from FETP as necessary. For thisreason, several respondents suggested that the FETP emphasis
on outbreak investigation be reduced and the program be “moved beyond outbreak investigation.”

While outbreak investigations were the primary focus of the early FETPs, efforts to develop new
and improve existing surveillance systems led to development of surveillance skills as another important
outcome of FETP training. FETP trainees work primarily in the central offices of their ministries of
health on national-level surveillance systems. The magjority of the surveillance systems with which
trainees become familiar monitor communicable diseases, although systems are being devel oped to
monitor non-communicable health conditions, such as chronic disease, trauma and injury, occupational
health, and environmental health in the countries that we visited.

The decentralization of health systems underway in al five of the countries visited has important
implications for surveillance. The FETPs are being asked to produce graduates able to develop and
maintain provincia- and district-level systems, aswell as to analyze data from these systems. One
respondent from Spain expressed an urgent need for epidemiol ogists with surveillance expertise to
provide leadership and “acommon vision to professionals working in the field.”
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FETP graduates also have important rolesto play as links between the local levels, where the
“work” of surveillance and outbreak investigation will increasingly be done, and the national level, which
is moving toward a coordinating, integrating, and support function. This shift was described by a
respondent in the Philippines as “a change from a reactive to a proactive approach.”

Trainers, graduates, and employers of FETP graduates question whether a practicum using
sophisticated equipment and methods to analyze data from a national surveillance system adequately
equips trainees to build local surveillance systems from the ground up in settings where such equipment
and methods are often lacking. However, individual FETP graduates are seeking solutions to these
problems. For example, an FETP graduate in Mexico is working to strengthen surveillance standards
while developing staff resources and infrastructure at both the national and state levels. With
decentralization, this graduate is looking forward to even greater participation by state staff because they
will have shared responsibility for the systems.

Competent conduct of outbreak investigations and skilled analysis of surveillance data are of little
use unless their implications for prevention and control can be communicated to others — to public health
officials, to politicians and decision makers, to health care providers, to the media, to the public, and to
the scientific community at large. Consequently, in al of the country FETPs we visited, dissemination
skills were part of the core curriculum for both classroom and field training.

Consonant with the FETP approach, formal instruction in dissemination principles and preceptsis
supplemented by opportunities to “learn by doing.” Most FETPs encourage trainees to submit
manuscriptsto journals. Attendance at and development of presentations for the national epidemiologic
conference and presentations is also encouraged. Trainees of the Mexican FETP consistently participate
in dissemination activities, including reports and presentations to both internal and external audiences.
Trainees learn to present the results of their investigations orally, and several have prepared papers that
are ready for publication.

The most pronounced effects of FETP dissemination training effortsin four of the countries
visited have been improved communication skills among the trainees and graduates of the FETP program;
more scientific public health presentations that are evidence-based, clear and concise; and more effective
communication with policy makers and other health professionals. In Thailand, for example, FETP
alumni are called on to disseminate information to decision makers whenever oneis available in the
health unit. In Mexico, the FETP trainees do arotation at the national public health laboratory where they
learn to communicate directly with the laboratory staff for information on specimen collection and other
theory-related aspects of outbreak investigation and disease control.
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The Spanish FETP has chosen a“fairly structured manner” for nurturing the presentation skills of
FETP participants. An annual aumni meeting is held, where al graduates are invited to participate and
present their work. A Spanish respondent identified information dissemination as a goal of their program,
stressing that trainees are continually “writing up what they are doing here.” Although the respondent felt
that too little time had elapsed for a major change in the quantity or quality of contributionsto journals or
bulletins to be apparent, increasesin conference activities among trainees are already observable. Inthe
future, FETP training staff in Spain hope to focus on teaching trainees specific dissemination skills for
communicating effectively with the media.

In the Philippines, production of sound scientific presentations can lead to opportunities to
present at international meetings. The Philippines FETP also trains participants to produce more practical
types of documents for real-world uses, such as memoranda to the Secretary of Health. These documents
are short technical briefs that focus on a specific public health problem and recommend action. Some of
these technical memoranda have been trandated by the public information office into materials that the
press could use. In addition to the Secretary of Health, the memoranda might be addressed to aregional
director or provincial health officer who has jurisdiction in the area where the problem occurred. The
Philippine program mandates that trainees conduct a media briefing as a requirement for graduation.

FETP graduates sometimes find it difficult to continue publishing under the ongoing pressure of
their jobs after graduation. Several respondents mentioned that, although they were able to be quite
productive in terms of formal publications and presentations whilein training at the FETP, their
productivity dropped substantially once they returned to the work world. Also mentioned was the fact
that graduates who accept jobs with the central health administration seem more able to maintain
publication productivity than those stationed in the provinces.

In addition to their training in applied epidemiology, respondents mention a number of other
skills acquired during their FETP training experience — such as computer skills, statistical skills, and
writing skills. Many of them also spoke of a more intangible skill that has served them well in their post-
FETP careers. They refer to thisas “learning how to learn,” “learning for life,” and “creativity.” This
capacity comes from creative and critical thinking skills that the FETP approach has managed to develop
in its trainees along with the content of the curriculum. It isthese abilities that separate FETP aumni
from their more academically trained counterparts — the ability to dig deeply for root causes, to
synthesize knowledge from various sources, to apply techniquesin novel ways, and trandate to
information into plans for public health action. Some examples of respondent descriptions of this training
outcome are presented in Table 5.7.

59



5.3.2 Professional Advancement asa Result of FETP Training

Tables 5.8 and 5.9 compiled from our graduate survey data, show employers and employment of
FETP graduates before and after training. Table 5.8 shows that the majority of graduates came to the
FETP from national or regional government health agencies and that most respondents (about 73%)
returned to such agencies following graduation, many undoubtedly to the samejobs. Only 7 of the FETP
graduates who responded to our survey left public heath for either private medical practice or full-time
university teaching, although this may reflect a response bias in those graduates who returned the survey
to us.

Table 5.9 shows that, prior to participation in the program, over half of the graduate respondents
(55%) were doing clinical work or epidemiology. Only three of the graduates who reported doing only
clinical work before FETP training continued on that track after graduation. Half of the graduates
remaining in this group responded that they did epidemiology after completing the training program.

The majority of respondents — whether trainees, graduates, trainers, or Ministry of Health
officials — agreed that FETP training has improved the range and scope of jobs open to alumni of the
program. The program is generally considered to be a“ stepping stone” to positions in the Ministry of
Health. The Philippines program conscioudly fortified their Department of Health with FETP graduates
before beginning to send them to the provinces. In Thailand, the longest established FETP, an
equilibrium has been attained such that about 50 percent of the alumni are employed in the central
administration, and 50 percent in the provinces.

60



Table5.7 Respondent Viewson the Benefitsof FETP Training: Improved Critical
Thinking Skills

Thailand

Since 1973, there has been an increase in the acceptance of epidemiology and epidemiology-based thinking.
WHO and the World Bank do some program training (Residency Training in Tropical Diseases) and have
contributed to this change along with FETP. But when you find a person who thinks critically, s'he generally is
an FETP graduate. Their hallmark is evidence-based decision making.

The FETP has helped usin our professional development aswell asin life. The program taught us how to think
and make decisions, how to think about options (what we need to do) and why.

The main benefit of the FETP programisin “learning how to learn,” how to look at the big picture of a public
health problem, rather than just following a routine without knowing why.

FETP provides “learning for life” —trainees are taught to think, to reason. FETP teaches a practical

methodol ogy, applicable to aimost any area. FETP trainees learn to use epidemiologic methods for many
purposes. Knowledge and skills and logical thinking are all important benefits derived from the FETP. Logical
thinking is a weapon.

Creativity and the need for new ideas are also emphasized [in the FETP program]. Producing health education
materials requires creativity, for example. Computerization of data does not necessarily encourage thinking.

Learning strategic thinking has been important.

The Philippines

| think that the FETP not only teaches you skills, it allows you to modify things, to go back and be able to present
or modify things depending on who needs the data.

| really seethe FETP in terms of the professional expertise that it brings which isreally lacking in the DOH. Itis
avery data-based approach; their evidence-based approach is very important to me. | think that it addsreally a
missing point in the DOH. They have also, if you look at all of their reports, made it a point to put in specific
recommendations from the public health perspective, which I like.

Mexico

Common sense [was a benefit of the FETP program] more than anything el se.

[FETP] gave us a perspective to understand public health programsin the country. In aform that we can give
opinions to bring to dialogues about how to improve the health system.

Spain

[FETP participants] had alot of talents and skills before entering the program. One of the major changesis that
the course has helped them to integrate the pieces of knowledge that they had before.
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Table5.8 FETP/IPHSWOW Graduates Employers Before and After Training

Employer after FETP training

Regional University
Employer Host- public or other Private Hospital,
before FETP country health academic medical clinic, or
training MOH facility institution practice laboratory “Other”* Total
All Site Visit Countries (n=136)
Host-country 40 5 2 2 2 51
MOH
Regional 7 32 2 1 4 1 47
public health
facility
University or 4 1 5
other academic
institution
Private 2 1 3
medical
practice
Hospital, clinic, 5 2 1 1 4 13
or laboratory
“Other”* 6 3 1 7 17
Totals 64 43 5 2 12 10 136

* This category includes “other” as well as combinations of three or more of the first five categories.

Table5.9 Typesof Work Done by FETP/PHSWOW Graduates Before and After Training

Type of work Type of work done after FETP trainin

done before Public health
FETP training* Clinical | Epidemiology | administration Teaching “Other” T Total

All Site Visit Countries (n=136)

Clinical 3 20 2 3 11 39
Epidemiology 25 2 1 8 36
Public health 3 3 6
administration
Teaching 5 1 3 9
“Other” t 13 1 4 27 45
Totals 3 66 8 9 49 135

Source: FormC

* There was one missing response for type of work done after training.
T This category includes “other” as well as combinations of three or more of the first four categories.

62




Other employment options are available to graduates as well. One respondent told us that, out of
aclass of five who graduated with him, two are directing community hospitals, one is working at the
provincial level in the general hospital, one is working in a private hospital, and oneis studying in
London, England. Severa respondents reported that FETP alumni are sought after by NGOs and other
employers external to the ministry of health because of the international aspect of their training. In
Thailand, a small number of graduates have been absorbed by the Health Systems Research Institute,
although the majority of alumni still remain with the Ministry.

In both Thailand and the Philippines, FETP training must be combined with an MPH to achieve
the best advancement. In Thailand, the FETP plus either an MPH or five years' experience leads to board
certification in Preventive Medicine. Those FETP participants who enter the MPH program after
completing FETP training have been shown to do well in their MPH studies and often tutor other
students. In the Philippines, the MPH is clearly required for advancement within the central
administration. One can advance to Medical Specidlist 11 with the FETP credential alone, but not function
beyond the level of division chief.

The Thailand and Philippines FETPs have been in existence for some years, and their graduates
are moving up through the public health system, assuming positions of importance both within the
ministry and in the provinces. In Thailand, graduates have assumed important positions in communicable
disease control — more than 50 percent of the staff in this division are FETP graduates. Alumni of the
Thai FETP are also taking increasingly senior positionsin the Ministry of Public Health. One respondent
estimated that, within the next five years, FETP graduates may be at deputy director levels.

Graduates of the Philippine FETP are not moving quite as easily into high positions within the
Department of Health. This may be due to the younger age of the program and the mechanisms of
promotion in place within the Philippine DOH. Graduates of this program are filling important positions
in program management. FETP graduates serve as provincia health officers and regional
epidemiologists. In these positions, the FETP alumni are translating technical public health information
into policy for their offices.
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Alumni of the Mexico FETP are also advancing professionally. The FETP residents are young
and till working at the operations level. Some have moved up in programs in the national epidemiol ogy
division and elsewhere. Many FETP graduates are now leading programs in the epidemiology division as
program directors and teachers. Respondents from Mexico also reported that they receive numerous job
offers and awide range of optionsfor alumni. They feel that the program is “prestigious’ and has created
opportunities for them, often as aresult of the training rotations they do in the different states.

The transferability of FETP-acquired skills and the adaptability of the program’s graduates are
well documented by the ability of alumni to assume different types of employment in many different
kinds of settings. A graduate of the Spanish FETP, for example, credits the FETP experience with
enabling her to transition successfully from “field to center.”

The majority of respondents viewed the FETP as having provided a firm foundation in skills as
well as opening doors, offering them changes in environment, and positioning them for professional
advancement. However, FETP training is no guarantee of full employment in the highly politicized
worlds in which the program’ s alumni must function. One focus group participant in Mexico pointed out
that FETP training does not always improve job stability because “this [stability] isnot subject to a
curriculum or to knowledge but to political forces.” Other focus group participants expressed general
agreement with this point.

Regardless of the political barrier, the program’ s track record in producing skilled and
employment-ready graduates and in generating a cadre of trained field epidemiologists is beyond
guestion. Moreover, by virtue of their skills, graduates are ascending to increasingly higher ranksin the
health systemsin their countries. In time, the gains made by FETP graduates may themselves make the
staffing of public health positions more subject to demonstrated expertise and less subject to politics. A
respondent from Thailand spoke of the early days of the Thai program, when FETP participants
frequently had their work criticized by non-FETP doctors, and emphasized that the situation has
significantly improved as more FETP alumni have reached higher ranks within the MOPH.

5.3.3 Overall Impact of FETP Program on Participants

MOH respondents spoke often of the excellence of FETP graduates and their usefulness to the
public health systemsin their respective countries. Respondentsin the countries visited reported that they
feel the FETP program is meeting the needs of their countries in producing good public health

practitioners who are “ disciplined, reason well, and are confident and respected among their peers.” Yet
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perhaps the best indication of the overall impact of the FETP program on its participantsis seen in their
own faith in their capacity to meet the challenges of public health effectively and with the right tools.
Some of their own expressions of this enhanced professiona confidence are summarized in Table 5.10.
Table 5.11 summarizes the activities undertaken by FETP/PHSWOW graduates since completing
their training. At least some graduate respondentsin all of the site visit countries are taking part in each
of the activity categorieslisted. The greatest proportions of responses were obtained for the activity types
that correspond to the core learning activitiesin FETP — conducting outbreak
investigations, managing surveillance systems, presenting/communicating epidemiological information,
characterizing a public health problem, and carrying out epidemiological research projects. Those who
send workers to FETP for training and who employ them after completion of the program often have high
expectations about what graduates will be able to do. In a sense, FETP has been avictim of itsown
success. The program is viewed as producing graduates that are “jacks-of-all-trades.” The quality of the
program and the caliber of its graduates has perhaps generated unrealistic
expectations among potential employers about the type and scope of work FETP aumni will be able to
undertake. Asone FETP graduate explained:

Once you have graduated, the areas where you are working usually expect alot of things
fromyou. They usually give you alot of programs to handle, aside from the usual
programs you are handling. They think that you are very capable. Y ou know how to use
computers, how to deal with the media, troubleshooting, etc. Aside from the usua work
of epidemiologists, they expect alot.

A number of the programs’ alumni, while grateful for the knowledge and skills they acquired through

their FETP training, are aware of the fact that the program did not fully equip them for post-graduate
employment, especialy in state and local settings. A Philippines focus group participant, for

65



Table5.10 Respondent Viewson the Benefitsof FETP Training: Increased Confidence

Thailand

For us, FETP opened a door into public health — what should we do to improve the health of the population?
Professional fulfillment and contributions to public health, as well asincreased confidence, are also benefits we
obtained from the program.

The Philippines

| think [the greatest benefit of FETP] is the professional growth, the career promotion, the new titles, and the new
responsibilities.

| really gained confidence in my technical abilities.

The program really helped me gain confidence in dealing with the media.

| am not one hundred percent on the technical side, but my confidence is good for going out into the field. |
manage to run the epidemiology and surveillance unit in the city on my own. FETP is aways there for
assistance, in terms of personnel and funding, if | need it.

M exico

[I got] alot of personal growth, enrichment. | now have confidence in the theoretical basis of what | say. | can
defend what | say.

| have learned the “why” of the ABCs. | can be competent and capable in my place of work. | feel that | am
aware of the standards.

| can go in with agood argument. One that istheoretically based. Thereisstill alack of integration of theory
with application. How to apply this knowledge in a practical way. But we are beginning.

[Among the benefits were] to have more confidence in meeting public health problems, even politically. To be
able to implement our judgments without anxiety.

The program integrated administration and public health along with the theory underlying the investigations they
gave us. It made us capable of relating with all of the areas of medicine. Now we are medical epidemiologists.
It gave ustoolsto work together in teams with whatever medical specialty.

For me, [FETP] is satisfying both personally and professionally. It gave me alot of experience. This experience
gave me alot of security and was very satisfactory with what | have done to this point.

Spain

We have more personal capacity and ability.

We have more confidence in carrying out projects - both in ability and in the freedom to carry projects out.
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Table5.11 Summary of Activities Undertaken by FETP Graduates Since Completing Their Training
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T This category includes the following types of responses. teaching/training others (17), work with various prevention/control programs (9), policy analysis

(2), and consultant work for an NGO (1).
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example, said that graduates feel “very comfortable at atechnical level,” but that superiors expect greater
knowledge and skill than they actually possess in management and administration. A graduate of the
Thai FETP echoed this sentiment, contrasting two employment experiences at different levels of the
health system:

My preparation in the FETP was useful for activitiesin the provincia health office,

where there are more highly trained staff and where health department activities included

analysis of data and development of problem solution plans. In my current position (at

the district level), | am using more epidemiology than before becauseit is at thislevel

that things are “done.” Thereis more detail and in-depth knowledge [required] at the

district level, where we are trying to increase our data collection capabilities. We are

using epidemiology in practice to evaluate implementation programs. FETP prepared me
lesswell for this work.

In response to the expanding expectations of employers, aswell asto their own visions of what
their respective countries need, program organizers for the FETPs in Thailand, the Philippines, Mexico,
and Spain are al considering modifications to the FETP curriculum that would move the FETP closer to
the Public Health School Without Walls concept.

5.8 Recommendations For Improving the Quality of FETP Training

Some of the suggestions that we received from respondents as to how to improve the quality of
training provided by FETPs are discussed in this section.

There was emphasisin our interviews on the need for abroad curriculum that goes beyond
infectious diseases and addresses chronic disease, injuries, and violence, especially with regard to
surveillance systems. Generaly, respondents felt that it would be good to expand the field experience to
include activities other than infectious disease outbreaks, such as program planning and evaluation, public
health administration, and health economics. This expansion may enable traineesto address the
increasing complexity in the nature of the problems being referred to FETPs from the regional and local
levels.

To improve the content of training, programs could use past problems and difficulties as case
studies so that trainers and trainees alike could learn from these experiences. At the sametime, training
should focus on the fundamenta elements of programs that have been shown to work. It was suggested

that the curriculum could include a workshop on how to conduct negotiations with superiors at higher
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levels. Another suggestion was to end the training with aworkshop that integrates all of the elements
addressed in the program so that trainees can see how they fit together.

There were severa suggestions to ameliorate the very difficult conditions that may surround the
training experience for trainees. The FETPS could increase the number of administrative staff to reduce
the burden on the training staff and the consequent risk of comprising training schedules. One respondent
proposed that the program liberate trainees from some of their job responsibilities in cases where they
return to their jobs before their training is completed. It was aso suggested that FETPs explore distance
learning as an option for those trainees who may not be able to leave their position for the full length of

the program.
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6.0 Public Health Usefulnessof FETP

In this chapter we assess the public health usefulness of the FETP program — the extent to which
the FETP is serving the needs of the public health systemsin participating countries — by examining the
impact of FETP participants on the public health system in the host countries visited. Table 6.1
summarizes FETP graduates opinions on ways in which they have been able to contribute to the
improvement of the public health practicein their countries. Welook at the public health impact of the
FETPin the following areas:

# Impact on Outbreak Investigation

# Impact on Surveillance

# Impact on Dissemination

# Impact on Program Management and Administration

# Impact on Training

# Impact on Health Systems Analysis

# Impact on the Public Health System as a Whole

We conclude with suggestions for improving the public health usefulness of the FETP program.

6.1. Impact on Outbreak | nvestigation

FETP participantsin al five study countries are conducting outbreak investigations in
increasingly decentralized public health systems. The districts and provincesin the five countries are
developing their own capahilitiesin outbreak investigation. Provincial efforts were formerly relatively
superficial, with the vast majority of outbreaks reported to the central public health administration for
action. The number of outbreaks currently being referred to the national level is steadily dropping as the
provinces assume greater responsibility for investigating their own outbreaks.

A number of respondents have suggested that this situation requires a new response on the part of
the FETP. To date the FETPs have been considered the national “firefighters’ of their respective
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Table6.1 Summary of How Graduates' Involvement in the FETP Helped to Improve the Public Health Practice in Their

Countries
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* Cell values represent the number of graduates who listed each type of response. Most respondents provided more than one response.
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health systems, noted for their rapid and effective responses to national and local health crises. Instead of
hiding outbreaks from the public, FETP graduates are able to present accurate data to the press and
demonstrate to the public how they are handling the situation. Expanding epidemiology capacity in the
districts and provinces may allow the FETPsto move beyond “epicrisis’ to amore proactive approach to
prevention of outbreaks. FETP graduates are beginning to apply epidemiological tools not just to acute
infectious diseases but a variety of other serious conditions affecting the health of the population, such as
chronic diseases and occupational and environmental health problems.

Data from our respondents demonstrate that FETP training has made a noticeable difference in
how outbreak investigations are conducted. One respondent from the Philippines stated that the outlook
and capabilities of FETP trainees has shifted the prior tendency to “try and cover up outbreaks’ to a
situation where epidemiol ogic data are more systematically collected and analyzed and interventions are
designed. Thetypes of impact FETP training has had on the investigation of health problems include:

(1) abroader scope of outbreak investigations, (2) wider diffusion and use of sound epidemiologic
principles, (3) changesin public health palicy, (4) implementation of effective prevention and control
measures, and (5) reductions in morbidity and mortality.

Broader scope of investigations. FETP training has affected the scope of disease investigations
in host countriesin two ways. First, the focus of investigations has shifted from the national level to the
regional or local level. This shift allows for a more accurate investigation of the geographic spacein
which an outbreak occurs and allows for quicker response to the problem by FETP graduates at the
regional or local level. FETP graduates are also moving beyond a focus on acute infectious diseases to
include investigation of chronic diseases and occupational and environmental health issues. For example,
FETP graduates in the Philippines have investigated the waterborne transmission of cholera, conducted
theinitial investigations of red tide in that country, and addressed the occupational and environment
health problem of mercury poisoning among gold miners.

Wider diffusion of sound epidemiologic principles. The diffusion of epidemiologic principles
mirrors the change in scope of outbreak investigations from the national to the regional and local level.
The use of epidemiological principles and methods was previoudly concentrated in the national Ministries
of Health (MOH). The proper use of epidemiological toolsis now being diffused to professionalsin
regional and local MOH offices as well asto physiciansin local hospitals. For example, a graduate focus
group participant in Mexico reported that due to FETP physicians — including surgeons and oncol ogists
— hospitals are more sensitive to unusual cases and better able to correctly identify outbreaks and
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epidemics. This more widespread awareness of what epidemiology is and what it can do forms abasis for
cooperation of public and private health sectors around issues affecting the health of the population.

Changesin public health policy. Although FETP outbreak investigations have led to policy
changes, thisis an area that many of our respondents said needed improvement. In one example of this
type of impact, the FETP in Thailand identified an outbreak of rubella. Recommendations by the FETP
in the wake of this outbreak eventually led to the inclusion of rubellavaccine in the national childhood
immunization program.

Implementation of prevention and control measures. It isonly through correct identification
of the source of an outbreak that appropriate control measures can be instituted. Through scientifically
sound investigations FETP graduates have been able to design effective prevention and control measures.
For example, a graduate in the Philippines identified the source of an outbreak of food contamination in
high schools and put together a plan to prevent future outbreaks, as well as measures to monitor the
source of the problem to determine whether the recommendations were being followed. In Thailand, a
model for infection control in hospitals was developed by FETP staff and participants when the U.S.
model failed to work in their country context. A one-week basic training program was developed for
infection control nurses and there is now an infection control nurse in every ward.

Reductionsin morbidity and mortality. The efforts of FETP staff and participants are leading
to reductions in morbidity and mortality in the host countries visited. Respondentsin Thailand attribute a
decline in the number of cases of Japanese encephalitis to the collaboration of the FETP with armed
forces vaccine triads research. An FETP graduate in the Philippines worked with local hedth officials
during the 1991 Mount Pinatubo disaster to ensure minimal epidemic outbreaks among the 40,000 people
affected by the eruption. An FETP epidemiologist provided aregiona health director in the Philippines
with advance warning of an impending cholera outbreak. The director of this program was able to
ingtitute early control measures based on the precautions and advice of the epidemiologist. This director

is convinced that the outbreak “would have been much worse without the early warning.”

6.2 Impact on Surveillance

FETP participants have had numerous impacts on surveillance systemsin their respective
countries. This section presents data from FETP graduates, their peers, trainers, and employers, and is

organized into the following sections: (1) improved and streamlined procedures, (2) targeting of high-risk
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populations, (3) infectious disease surveillance, (4) surveillance of noninfectious health conditions, and
(5) support for development of local surveillance systems.

Improved and streamlined procedures. Respondents report that FETP participants are
responsible for recent improvements in surveillance system designs and procedures. Before FETP,
surveillance systems in the Philippines collected only the number of cases. Now the Philippine
surveillance system can answer questions of time, place, and person. An FETP graduate in the
Philippines served as a member of atechnical working group that designed a series of new surveillance
reporting forms. A participant in the Mexican FETP helped his employer begin developing procedures
and implementing measures to analyze data from events for which preventive actions could be taken, such
as vaccine-preventabl e diseases, acute respiratory infections, and gastroenteric parasites.

In Mexico, anew government program called RHOVE (Red Hospitalaria de Vigilancia
Epidemiologica) is being piloted that will create a hospital-based surveillance network. Epidemiologists,
including FETP graduates, will participate in the development and operation of this network. The
network, based on Epi-Info, will collect surveillance data from hospitals and transfer them to acentra
computer, in amanner similar to that used by the CDC' s infectious disease surveillance system (NETSS).
Each participating hospital will be connected to the network via modem. To the extent staff are available,
each hospital will have an infectious disease specialist, an epidemiol ogist, a public health nurse, a
secretary and a computer technician. A monthly bulletin will be published in which professionals can
share information related to surveillance in hospitals, including articles on specia problems. The planis
to first connect all 200 of the hospitals belonging to the national Socia Security System, and later, to
connect hospitalsin regional jurisdictions. At this point, the planisin the pilot stage with 87 national
hospitals participating.

Targeting of high-risk populations. The FETP is assisting with effortsin the study countries to
use surveillance data to identify high-risk populations and target them for appropriate interventions. In
Mexico, the Secretary of Health maintains a focus on health problems of marginal groups and indigenous
peoples. The FETP istrying to obtain multiple perspectives on these groups by doing special studies and
collecting various kinds of information in order to develop broader and more
appropriate programs for them.

I nfectious disease surveillance. As might be expected, the major accomplishments of FETP
participants are in the area of communicable disease surveillance. In Mexico, FETP graduates have

1 Appendix C.3 presents FETP graduates open-ended responses about improvements that they have made to their
employers’ surveillance systems since completing FETP training.
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devel oped enhancements to the surveillance systems for polio and acute flaccid paralysis. FETP
graduates in Thailand are assisting districts in clarifying the clinical manifestation of dengue. The Thai
FETP has been critical in HIV/AIDS surveillance in that country. The Philippines FETP is establishing a
National Sentingl Surveillance Network that maintains surveillance for about a dozen diseases, including
polio and Ebola.

Surveillance of noninfectious health conditions. FETP activitiesin chronic disease and trauma
are less prominent than in those the infectious disease area, athough a number of our respondents feel
that the FETP should be moving in that direction. AsFETP countries begin to move through the
epidemiological transition, chronic diseases and occupational and environmental health issues are
increasing in importance relative to infectious diseases. In the Philippines, for example, cardiovascular
disease is on the rise, and cancer and renal disease are aready among the top ten causes of morbidity and
mortality. Respondents feel that they should apply the epidemiological skills acquired through FETP
training to the study of these conditions. In the Philippines, the FETP had a hand in decreasing fireworks
injuries. According to one respondent, the link between fireworks and injuries “was not noticed until the
FETP wrote about it.” Graduatesin Thailand are working in the areas of diabetes, accident prevention,
and heart disease. A Thai respondent notes, “ Some non-communicable diseases are included in the
current surveillance systems, although we are still working to define chronic diseases for surveillance.”

There are signs that the agencies currently responsible for environmenta and occupational health
in the study countries are increasingly reaching out to FETP for collaborative assistance. A recent law
passed in Spain gives the Ministry of Health permission to participate with the Labor Ministry in
occupationa health programs. Similarly, in the Philippines, one respondent reported that the
environmentally focused offices (like the Bureau of Mines) are moving to help out with FETP
investigations such as a mercury poisoning problem among gold miners.

Supporting development of local surveillance capacity. In thiseraof decentralization, perhaps
the greatest contribution being made to surveillance by FETP participantsisin lending their support and
expertise to the development of local surveillance capacity. In many countries, there were no structured
epidemiological investigations or scientific reports before the FETP. Now FETP graduates are training
public health staff on proper reporting procedures and creating reporting systems at thelocal level. Inthe
Philippines, the FETP has created amore rapid local response to outbreaks and now provides data to the
city-level health officers. With rapid response and accurate data, the city health officers have the
information necessary to produce pressreleases. This demonstrates rea progress from a past tendency to
cover-up outbreaks because of an inability to respond to them.
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6.3 Impact on Communication and Dissemination

Most respondents felt that the FETP program and its participants had made great stridesin the
area of information dissemination. Some were also aware of how much room there is for improvement.
Barriers to improvement cited included lack of a supportive information technology infrastructure and
lack of time away from other professional responsibilities. Health workersin the provinces were
handicapped on both counts relative to their colleagues working in the central administration.

Thetypes of dissemination activities mentioned by respondentsinclude: (1) written reports and
articles, (2) presentations at meetings and conferences, and (3) interactions with the media. We discuss
each of these topicsin turn.

Dissemination of written reportsand articles. The number of surveillance systems has
increased in al five study countries, as has the dissemination of both raw and analyzed data from those
systems. Respondentsin all five countries report that new surveillance systems have been established at
both the national and the local levels. Both the quantity and the quality of the information disseminated
from these systems have also improved significantly, partly through the efforts of the FETP. A graduate
of the Philippines FETP reports that his office produces a quarterly bulletin and a one-page report through
which surveillance information is disseminated. He produces them more often if needed, although he
finds heis constrained by lack of staff support. Another Philippines graduate has been editing the FETP's
Morbidity and Mortality Weekly Report (MMWR) since completing the program, presenting morbidity
and mortality statistics from previous months and analyzing the data. He feels this publication has both
clinical and public health significance.

A respondent from Thailand said that trainees provide input for surveillance reports that are used
by decision makers and othersin the public health community. The FETP annual report is cited by Thai
respondents as a source of information, even in the university, and is quoted much more often than it was
previousdly. Publicationsin journals by Tha graduates are aso common. One respondent cites the “tons
of literature that the trainees have produced,” with one graduate listing over 80 publications.

FETP graduates in Mexico participate in producing the epidemiological bulletin published by the
Division of Epidemiology and are responsible for many of the articles. Alumni also continue to
contribute articles. According to one respondent, the bulletin is reaching both public and private

audiences, with a subscriber list that includes epidemiologists, private physicians, and other health
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professionals. One of the Spanish FETP graduates contributes at her place of employment to a monthly
bulletin with different health topicsin each issue.!

Dissemination through presentations at meetings and conferences. Another type of
dissemination activity is the presentation of papers at meetings and conferences.? FETP trainees become
accustomed to presenting the results of their outbreak investigations and research and seem to transition
easily into doing this as part of their jobs. A Philippines graduate says heis called upon to do
presentations about once per quarter, but sometimes more frequently depending on need and invitations.
Their most common audienceis public health officials, such as provincial and district health officers, and
the presentations include recommendations for action.

Respondents also report that FETP participants are making presentations at epidemiological
meetings, at public health meetings, and to groups of medical professionals (such as microbiologists and
surgeons). For example, agraduate of the Mexican FETP presented on dengue fever at a meeting of
surgeons. Both the quantity and the quality of FETP participation is increasing.

One Thai respondent mentioned participating in a national seminar on epidemiology that brought
together public health professionals from many fields and reported that this seminar has had an impact on
communicable disease immunization and prevention programs in this host country. Data covered in this
seminar were presented by FETP trainees and alumni. The event has proven important for drawing
attention to public health issues and encouraging political involvement. As successful asthis event was,
another respondent from Thailand feelsthe FETP program as a whole should be doing even more to
increase dissemination of information to policy makers and the public, mentioning as a model a workshop
on Research into Action held by the Rockefeller Foundation in Washington, DC.

Interactionswith the media. Most of the FETPs felt they were not doing enough in the area
of mediarelations. According to one focus group participant from Spain, “Our communication with the
pressisvery bad. Thisisnot just FETP but all public health. We don’'t clearly communicate decisions
and information.”

The notable exception to thisis the Philippines FETP, which has taken a proactive approach to
working with the media. Initially, the program’ s relationship with the media was problematic, with
reporters “saturating the media with reports,” tending to “bloat” and “exaggerate” the news. The FETP
met the problem head on by discussing the matter directly with reporters and, as aresult, the situation has
improved. People from this FETP have talked with reporters about the basic principles of outbreak

1 Topics covered in graduates' publications are listed in Appendix C.5.
2 Topics covered in graduates presentations are listed in Appendix C.4.
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investigation. As one respondent said, “We actually now just give them the facts and they cal usfirst
before they release a story.”

Adeptnessin dealing with the mediais something the Philippines FETP has passed on to a
number of its graduates. Several respondents spoke of the importance their program accords to media
relations and how critical it is, for example, that the Department of Health “ should be the first to discover
[emerging health problems] and tell the population, give them precautions and advice.” Focus group
participants speak of their program’s credibility with the media, and of how positive press reports citing
the FETP swork have improved the program’ s standing. Along with this credibility comes the
responsibility for maintaining it through consistently sound and evidence-based action. If they hope to

maintain their reputation for reliability, thereis, as one respondent put it, “no room for errors.

6.4 Impact on Program Management and Administration

Although the public health impact of the FETP has been greatest in the areas of disease reporting
systems and the collection of reliable data— both short-term outbreak investigation and longer term
surveillance — the FETP' s evidence-based, analytical, problem-solving approach can be applied to other
public health areas, such as program management and administration, including planning and evaluation.

A logical extension of the FETP' s goal of tranglating epidemiological research into actionisto
support the use of data for decision making in the management and administration of public health
programs. While it can be debated whether thisis moving the FETP too far afield from its original
purpose, FETP graduates are entering employment spheres where the use of such skillsisrequired. The
FETP trainees are being groomed to become, as one respondent put it, “chiefs, not Indians’ and it is likely
that the majority of them will ultimately assume positions as administrators with responsibilities for
program design, monitoring, and evaluation. Data are as important for the prioritization of objectives, the
allocation of resources, and the measurement of outcomes as they are for the identification of an outbreak
source and the design of a control intervention. In this section we discuss how FETP graduates have
helped others to use “real data’ effectively to understand health conditions, solve health problems, and
support decision making.

The FETPsin Thailand and the Philippines have been operating long enough that their graduates
have become “movers and shakers® of the public health system. The program has produced a cadre of
public health officials that have a sound knowledge of epidemiology — about 70 work in the Ministry of

Health in Thailand alone — atremendous asset for these countries. According to one respondent, the
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impact of the FETP program in Thailand has been fueled by the efforts of these alumni, who are currently
influencing public actions. As one respondent said, “Many decisions that are now being made have been
founded on the FETP training base.” Increasing emphasisis also being placed on planning and “health
futures’ prediction scenarios and, hardly surprising, an FETP graduate serves as Director of the
Ministry’s Division of Planning. One Philippines respondent noted that some people are very good at
developing policy and influencing policy decisions and stresses that thisis a very important tool and
should be afocus of the FETP. Two examples of how data-driven policy has been used by FETP
participants to support public health efforts in their countries are presented below.

Hepatitis C testing — a cost-benefit analysis. The FETP traineesin the Philippines conducted a
medical economics study which had very practical implications on the choice of the Hepatitis C
diagnostic test. The Department of Health had planned to purchase the diagnostic test kits. According to
our respondents, had they done it in their usual manner they would simply have chosen the cheapest ones.
A report prepared by the trainees presented to the DOH information on the sensitivity, specificity, and
cost per additional yield for alternative tests. Upon reviewing the study, the DOH said that in future
bidding, they would require information about the diagnostic test’s sensitivity and specificity as part of
the documentation.

Hepatitis B vaccine program. FETP graduatesin Thailand are described by one respondent as
having “heavy involvement in policy options and planning and in program development.” One example
provided to illustrate this statement was the case of a Hepatitis B vaccine program. An FETP trainee
conducted a study to support decisions on the Hepatitis B vaccine program. Decision makers sought to
determine whether or not the Hepatitis B vaccine should be included in the national childhood
immunization program and, if so, on what schedule. The trainees' study considered costs and employed
decision analysis. Asaresult of that study, the vaccine was introduced into the program.

Although program planning and eval uation are not the primary focus of the FETP, many trainees
and graduates work in positions where these activities are part of their responsibilities. They may
function, as one respondent suggested, as |ow-profile evaluators — not by producing formal written
evaluations or health policy research, but by serving on committees and contributing quietly to the
improvement of health programs. They also may conduct quality assurance studies with policy
implications, such as a study done in the Philippines on the availability of essential drugs. Even their
outbreak investigations generally have policy implications, such as action to be taken against a particular
market or facility suspected as the source of food contamination. One FETP graduate spoke positively of

79



thisrole, saying that the situational assessment of health problems in specific areas and the data that come
from epidemiological analysis are an important contribution to policy decisions.

Y et, many respondents would like to take a more proactive role in the public health system than
has been normal practice for public health professionalsin the past. Graduates of the Mexican FETP
focus group wished to bring their opinions more directly to the task of improving the health system and

feel constrained because they have few opportunities to make decisions. As one Mexican graduate said,

Thejob of the epidemiologist is not well understood. ... People don’t understand the
statistical part, the computers. It is more than outbreaks. ... We need to manage, to assess
the real needs of the population, we need to use analyses to do this. Thisiswhat you
need me for. We have an important role to educate our management.

Perhaps as the decentralized health systems in the FETP countries become more settled, FETP
alumni will find a broader scope for their planning skills and aspirations than administrative positions
within the national Ministry of Health alow. Asthey assume positionsin the provinces, the FETP
graduates are becoming part of anetwork of trained field epidemiol ogists who know how to analyze and
interpret data. Because of this, regional political decision making isincreasingly being influenced by the
technical training FETP has provided. One Spanish respondent commented, “The recent response to
meningitisis noticeably different in the regions where we have FETP graduates.” A quote from one of

the Thai respondents sums up many of the issues raised thus far:

Information collected by the FETP is being used for planning. But planning is more than
data. ... Application of knowledge isthe key — how to devel op evidence and then move to
present the evidence to different groups so they can integrate it; interpret the evidence,
develop options, make decisions. Allocation of resources should be based on evidence.
... [Yet] decisions are often politicized, based on perceptions rather than evidence. ... The
key isto create a debate based on evidence in order to preserve the integrity of the
scientific process.

6.5 Impact on Training

Although the FETP was not formally conceived as a “train-the-trainers’ program, the concept
nevertheless was part of the thinking of some of the FETP' s in-country founders. One respondent from

the Philippines DOH said that part of the overall goal of training people was to have them train others so
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they can delegate work. The management strategy was to let support staff take on more responsibilities
over time. This same respondent feelsthis is one areawhere his country’s FETP may have failed.

| expected that [the graduates] would train others in the workplace in areas concerned

with epidemiology. From my experience, it looks like the epidemiology work is left with

them alone. | have not seen knowledge transferred to others. | think maybe they should
have some formal training in how to train others.

The data Battelle collected from the survey of graduates respondents suggests that a great dea of
training is going on, and that it is something of which the FETP directors and training staff may simply be
unaware. Table 6.2 presents a summary of those to whom training has been delivered by FETP graduates
and of the settings in which that training has been delivered. This table shows only categories with a
reasonable number of responses. Respondents were asked to designate all categories that were
appropriate, so categories are not mutually exclusive.

Most training delivered by FETP graduates is provided to public health co-workersin national or
local Ministry of Health settings, although training of medical staff and university training are also
important activities. The most interesting finding in this tableis that amost all graduates reported doing
some training, and only 10 out of 136 graduates surveyed told us that they did no training at all.

To further explore the gap between the amount of training being done by FETP participants and
the amount by training staff are aware of, we divided interviewee responses to our questions regarding
training activities undertaken by FETP participants into “responses by training staff” and “responses by
participants.” These are shownin Table 6.3. Again, itisclear that graduates are doing considerable
training and that FETP staff may not be aware of the extent of it this activity

Table 6.2 Typesof Persons Trained by FETP/PHSWOW Graduates and Settingsin which
Graduates Delivered Training

Thailand | ThePhilippines | Mexico

&
0

Uganda

Type of personstrained* n=35 n=23 n=58 n=1;1 n=8 VgEk
Public health officials/staff 17 16 22 2 2 59
Medical personnel 15 31 23 6 0 75
University students 17 4 19 1 1 42
FETP trainees 9 2 5 1 2 19
Training settingst
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National MOH 7 3 2 3 1
Local/district health office 1 6 1 1
Hospital 4 1 8 1

University 12 11 5 1
Conference 1 2

No training reported 2 0 5 2 1

Source: FormC

Note: Cell values represent examples of the training settings and types of people trained by the FETP graduates in our sample.
Many respondents provided multiple examples.

* One response to this question is missing for both the Philippines and Uganda.

T Five responses to this question are missing for Thailand, 5 are missing for Mexico, and 2 are missing for Spain.
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Table 6.3 Respondent Views on the Impact of FETP Training: Training Activities

Comments by FETP Training Staff

Training of providers and coworkers has been limited with respect to clinical epidemiology. It has been difficult
for the FETP to penetrate to clinical settings.

Only one aspect [of the FETP] may have failed. | expected that [the graduates] would train othersin the
workplace in areas concerned with epidemiology. From my experience, it looks like the epidemiology work is
left with them alone. | have not seen knowledge transferred to others. | think maybe they should have some
formal training in how to train others.

We take care of leprosy, filiarisis, which are chronic; and acute diseases like dengue and rabies. For dengue, we
are not able to make use of our trained epidemiologist. We expected the graduates to devel op the skills of those
under them. Right now they are more concerned with the problems of those diseases so that they may not have
had a chance to transfer the knowledge.

... part of our overall goal of training people isto have them train others so they can triage work. Y ou know, let
the support staff take on more responsibilities over time. Thisis an important management strategy. | am not
really aware of the other graduates= capabilities. However, during our regular meetings we are actually looking
for atime by next year to have aregular updating in which we will assign division people to undertake atraining
course for workers here.

... what good isthisinformation if the people at the local level do not understand it? We are not given any funds
for training workers. | think that epidemiology is the basic foundation of public health and training in it should
not be overlooked.

| just [supported one of my epidemiologists as an FETP trainee for two years]. She will be aresource speaker in
training courses for al technical staff. The technical staff are to be trained by her in basic epidemiology, looking
at disease trends, etc. This graduate is coordinating well with training division staff and feedback from technical
staff has increased.

I have definitely seen changes in the way that information is exchanged. [One of the FETP graduates] is very
involved in the training of other health workersin the area of epidemiology. He has aready done several batches
of training. Right now [the health workers] are being trained in how to make up surveys and how to organize and
analyze health information. He is even helping them to learn how to write reports on their investigations.

... | want to emphasize that our graduate has been able to implement prevention interventions and he has been
able to make areal difference in terms of histraining of other workers.

[Have there been efforts by FETP graduates to provide training to coworkers?] There=s been so little time to see
this. | think it will happen but more timeis needed. They certainly work together to investigate an outbreak. As
for anything formal, | don=t know. They use information that they=ve learned and apply it.

[Do you see that the concepts and methods from FETP are being disseminated in someway?] It=san
incremental change. We have seen a bit change here overall with the growth in the number of people and the
resources we have.
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Table 6.3 Respondent Views on the Impact of FETP Training: Training Activities

Commentsby FETP Trainees and Graduates

Most provincia health officers don=t know epidemiology. | worked with provincial and district staff to teach them
basic epidemiology, aiding dissemination of epidemiological concepts through in-service training.

There is not much continuing education at the local level so teaching [by graduates posted there] is limited.
Province-level graduates analyze data and make decisions but usually don=t do training.

A major deficiency is getting epidemiological conceptsinto clinical practice. Problems have been encountered with
the communication of epidemiologic issuesto clinicians.

| was sent to Emory University and | completed the management for international public health course. When |
returned, | had to teach and train the local executives and local public health officers about management and
program evaluation, etc. | started hereto give training to al of the members of the medical staff. We also included
nurses and administrative officers.

The FETP also gives periodic pointers to the provincial and regional epidemiologists on surveillance.

Everything is going well except when there are disasters. | do have a nurse and medical technician to help me.
Also, we have trained staff at the district hospital to provide us with their data. Our surveillance is hospital based.
There are about 20 hospitals. | do not always have the same number of staff. They come and go.

We aretraining rural health physicians, public health nurses, and rural health midwives on basic epidemiology. Of
course we have to adapt this material to the capabilities of these workers. If itisfor physicians, it will be
specifically designed for them. At the same time we are now into training the barangay health workers, the
community volunteer health workers, on disease surveys.

Interms of training, | think that it is very important to relate training methods to the local health officials and nurses.

The FETP can only make recommendations to the program manager. For example, with dengue we were asked to
give lectures among schools and in the community in general. Disease control programs here are at the health
center level. Wetrain health center workers and bring them along on investigations. Whenever we cannot
investigate we call in the FETP.

[The FETP has] invited usto give specific courses in epidemiologic surveillance. We participate as instructors at
the invitation of the coordinators of the residency. We cooperate over the year in diverse training events, depending
on our competencies. For example, we are working with [the trainees| now on surveillance systems, how they
work, standards, the case definitions. They work with us on instruments, applications. In the short run, we will
begin to visit hospitals so that they will understand hospital surveillance.

[The FETP graduates] have trained people who work with them (in-service training, case investigatorsin
investigation, encuestas, field techniques). Nurses, general practice doctors, and health workers. One of them
educated state directors of health in dengue. Also specialized physicians X pediatricians, surgeons, internists.
Every year, they give an overview of the work that they are doing. They have trained administrators, biologists,
specialist in water quality.




6.6 Impact on Health Systems Analysis

The impact of FETP on health systems appears to be minimal (see Table 6.4). Eveninthelong-
established FETPs, respondents tend to refer to effectsin these areas as “no change,” “not clearly seen,”
“not well developed,” or “not priority areas.” However, some examples of FETP impacts on health
systems analysis and health systems change were provided. A respondent in the Philippines offered alist
of areas in which FETP studies have contributed to changes in the health care delivery system:
immuni zation studies, environmental health and sanitation studies. Studies of disaster-related diseases
were aso cited asimportant. As one respondent pointed out, “ The FETP really helps us with thisin terms
of management of evacuation centers and resettlements.” A Thai respondent reported that FETP
graduates have been involved in health care reform, as well aswith AIDS and TB control.

One Thai respondent identified bureaucracy and alack of direction as major barriers to the
improvement of health services that have been effected by FETP graduatesin Thailand. There is some
evidence that the FETPs are considering expanding trainees exposure to the health servicesarea. In
Spain, for example, one respondent mentioned that they plan to bring in expertsto offer training in the

areas of management, planning, and systems analysis.

6.7 Impact on the Public Health System asa Whole

Although respondentsin all of the FETP site visit countries feel that a need for additional
epidemiologists still exists, most are in agreement that the epidemiologists trained by the FETP thus far
have had a noticeable impact thus far on the quality of their national public health programs. Particularly
in the countries with long-established programs, FETP alumni are functioning at multiple levels within
their respective public health systems and are applying epidemiologic principles and practice to the
identification and resolution of important public health problems, such as HIV/AIDS, nosocomial
infection, polio, malaria, and dengue fever. Increasingly, FETP alumni consider behavioral risk factor
reduction within their purview, and intervention programs devel oped by FETP graduates (such asthe
smoking cessation program devel oped for the Navy in Thailand) are addressing an ever broader range of
public health issues. While they themselves may not yet be among the actual decision makers, FETP
graduates are nevertheless providing input into health policy decisions at both the ministerial and the

provincial levels.
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Table 6.4 Respondent Viewson the Benefitsof FETP Training: Producing Graduates
Skilled in Health Systems Analysis

Thailand

FETP graduates have also been involved in health care reform and AIDS, TB.

[The fact that there are] no major effective changesin health services due to the FETP may be dueto (1)
bureaucracy and (2) lack of direction.

Changes effected by graduates in health care delivery and health services are not as clearly seen.

The Philippines

| can give you afew examples [of changesin the use of epidemiologic data for program evaluation]. Now there
is expanded i mmunization program that was eval uated on the basis of FIC. The success of this program was
measured by the number of fully immunized children.

| think [FETP has hel ped effect changes in the health care delivery systems] because as | have told you we
analyze data. This has become more specific and in depth. For example, immunization studies, environmental
health and sanitation studies. Also studies of disaster-related diseases are important. FETP really helps us with
thisin terms of management of evacuation centers and resettlements.

[Examples of changesin health service delivery include the fact that] now hospitals and provinces routinely
report diarrheas and do rectal swabs. Only provincial hospitals have culture capabilities, though.

I have not seen [changesin the health care delivery systems]. | have not been here long enough, maybe.

Spain

Keep in mind that the graduates come from positions where they are active in surveillance and outbreak
investigations. They come from the service sector, they don=t come from planning or management positions.
The program therefore seeks to improve their ability to do the jobs that they already have.

Setting priorities? Their second year [the FETP graduates] always work with the director in the community in
areas that they [the community health directors] have identified as a priority. For example, in cancer registries.
[Because our system has nearly universal health coverage] | think that having the community health director
identify the problems work well.

[The FETP ig] not placing emphasis on system analysis, but rather on control of infectious diseases and the
surveillance. These other areas are not well developed.

[After graduation] There is no change in program management, decision making, planning and evaluation, nor in
system analysis.

[FETP has brought changes in] information systems, yes, other systems no.

We have done little in these areas [ management, planning, system analysis]. We are bringing in someone now
from labor and from mortality; then we might see changesin these other areas. But not so far. They haven=t
been priority areas.
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Respondents recogni ze that the FETP program produces quality public health physicians who
have a distinctly different perspective from that of academically trained health professionals. FETP
trainees receive more practical experience than is possible in an academic setting and, as a conseguence,
their approach to their work is firmly grounded in the real-world context. They learn early on that “you
need to work hard before anything can happen,” as one Thai respondent put it. Health program
administrators rely on FETP-trained graduates in ways they do not rely on university-trained
epidemiologists for fast and accurate assessments of critical public health situations. A Philippines
respondent explained the difference between FETP-trained epidemiol ogists and others:

| come from academe. Thisisnot an academic program. | can fedl the difference. They

have avery practical perspective where they go with recommendations. | also think that

the new emphasis on the economics, communication, relations with the press, redly
improves their ability to intervene in the public health sphere.

Despiteits applied, field-based orientation, FETP training nevertheless combines well with other
types of training, providing a suitable complement to more clinical or academic degree programs, such as
the MD or the MPH. As a Spanish respondent notes, “ The students [in the Spanish FETP] aready have a
base, but the course addsto it in away that corresponds well with what we are doing and what we need.
... It opens the mind to studying new problems.” At the same time that the FETP is raising the public
health consciousness of academicians and clinicians, it is providing a more scientific basis for public
health action. This highly field-oriented program is credited by one respondent with stimulating “the
academic consciousness of al levels of the Ministry of Public Health” in Thailand. According to this
respondent, the program has led to recognition of the need for epidemiologic research and data for good
public health management, while also enhancing the prestige of scientific and epidemiologic approaches
to good public heath practice.

As health systems in the study countries move toward decentralization, FETP is contributing to
the process of change by diffusing infection control and preventive medicine knowledge and skills from
the central authorities to health officials and workers in the outlying provinces and districts. In the words
of a Spanish respondent, the program is creating a new cadre of “field staff working from a more skilled
base,” to augment the more theoretically and quantitatively trained public health administratorsin the
districts, who often have little knowledge or experience in conducting field investigations. As each
community sends one or two staff members per year to FETP, the ranks of this new group of

professionals will begin to swell.

87



A perception exists that among the central health authorities “thereis not aways an
understanding of local issues and perspectives’ X a matter of growing importance in an era of
decentralization. Y et as some FETP graduates assume major rolesin provincial health systems and as
others who have served in the provinces during their training become ministerial program managers,
communication between the center and the periphery may be expected to improve. A respondent in
Spain, for example, aready observe that “it is much easier to communicate and coordinate with those
communities where we have a graduate. The differenceislike night and day.”

As was the case with the impact of the FETP program on individual graduates, a number of
respondents felt that the primary impact of the FETP program on the public health system as awhole has
been in the area of “ways of thinking — learning to think in an epidemiology framework.” In the words
of aThai respondent, the FETP' s public health approach to surveillance and outbreak investigation has
“increased the use of epidemiology for multiple functions.”

A respondent from the Philippines stressed the breadth of the graduates’ training, which makes
them “an asset to wherever they are going.” Their training prepares them to “go out and interact with al
sorts of people,” from local health professionals and the mediato Department officials and international
scientists. Another respondent from the same country, alocal-level consumer of FETP services,
highlighted the importance of the graduates’ guidance in the area of infection contral, citing particularly
their action-oriented recommendations and the importance of these for effective allocation of limited

resources.

6.8 Suggestionsfor Improving the Public Health Usefulness of the FETP

Table 6.5 summarizes areas where respondents think the FETP might contribute in the future of
public hedlth in their countries.

Proactive surveillance. Respondents expressed a wish to move from areactive to a proactive
mode in the area of surveillance. They envision surveillance systems that will help them identify
problemsin advance of acrisis so that they can advise communities about preventive measures rather
than waiting for a crisisto occur.

Surveillance for non-communicable health conditions. Respondents have identified a need for

surveillance of other conditions beyond acute, infectious disease. They feel new surveillance
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Table6.5 Respondents Views Regarding Areas FETP Training Should Addressin the Future

Thailand The Philippines M exico Spain
Active “... we would wish that there are more proactive “[Thetrainers] gave usaclinical perspective-how | “... thetraining we have had [in the past] has
. activities so that we are able to advise the different to take aclinical history, how to collect the data. been very theoretical, and very oriented
Surveillance health departments from the barangays They created this clinical sensibility inus. Butnot | towards apassive surveillance, only looking
(municipalities) to the province to theregion. ... What | the capacity to coordinate an epidemiological when a problem surfaces. There has been very
| mean is that we would not wish to get information strategy to address problems in populations.” little active surveillance nor do we see an
from the newspapers and be reactive.” [Ministry of [Graduate Focus Group Participant] orientation towards prevention. ... The need for
Health Official] abroader surveillance approach, what | refer to
as public health surveillance versus
epidemiological surveillance, is not accepted
by everyone. FETPisameansto achieve this
change.” [Ministry of Health Official]
Non- “Thereis still alack of peoplein “In terms of surveillance, | see expansion into “There are [accident] registries, but few accidents “[Non-infectious disease is another area] where
. non-communicable disease - chronic disease in the future. Now CVD is report to them, although we know that alot occur. FETP does not factor in. ... It wouldn't be bad
Infectious quantity not quality isa increasing and cancer and renal disease areinthetop | We need to train providers to report them. ... to address other types of health risks. | don’t
Health problem.” [Focus Group 10 causes of morbidity and mortality.” [Ministry of training in worker health, those in factories, ailmost | know if they will add mortality indicators, for
Conditions Participant] Health Official] doesn't exist.” [Ministry of Health Official] example. Maybe we need more of amix.”
[Ministry of Health Official]
“Chronic diseases is something we can move
towards, new models.” [Ministry of Health
Officidl]
Environ- “Areas where expertise is still “There are many impending issues here. For “... environmental and occupational hedlth [are
needed include environmental example, clean water isareal problem. We need to areaswhere FETP training is lacking]. Thereis
mental hazards (nuclear, chemicals, focus on environmental health.” [Ministry of Health agreat potential to grow and expand into these
Health explosives) and disasters.” [FETP | Official] other areaswhere it is clear that we will need

Graduate]

“1 am concerned about environmental degradation
related diseases - toxic waste. This requires
continuous monitoring and surveillance. FETP does
not currently have the expertise or equipment to
addressthisissue.” [Ministry of Health Official]

trained professionals. ... There are social
pressures to address risks associated with
electromagnetic fields, nuclear energy, etc. We
are not yet in a good position to respond to
these pressures.” [Ministry of Health Official]
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Thailand

The Philippines

M exico

Spain

Occupational

“In occupational health [trainees] need to
understand the risk factors, the mechanisms of

“Responsibility [for workplace health
currently] lies with the Labor Ministry. But

Health exposure, how to implement an intervention to there was a recent law passed giving the
reduce risks and exposures. ... For example, Ministry of Health [permission] to participate
injuries due to cuts or exposures to infectious in occupational health and we are anticipating
diseases in the work environment - how to see that change.” [Ministry of Health Official]
risks in these environments and prevent them.”

[Ministry of Health Official] “Thereisarecent new law addressing
occupational health risks. Thisis opening up a
new relationship between workers and
employers with respect to their
health.”[Ministry of Health Official]

M anagement “It isimportant for trainees to “1t would be good if the program could offer an “Above all administratively, | needed to know how | “Where[FETP participants’ abilitieswere

— learn how to work with others overview of public health administration and public to coordinate, how to manage people. We need to lacking were in the ability to manage social

Administration

with different attitudes, so
training in management skills
would be helpful. FETP did
not prepare me for this.”
[FETP Graduate]

policy, too.” [Ministry of Health Official]

mobilize them to take action. How to direct them.
To methisisthe most important thing. Thisis
what | missed (in the program).” [Graduate Focus
Group Participant]

concerns and scares, how to manage acrisis.
How to use data to warn people.” [Ministry of
Health Officidl]

Program
Design and
Development

“Current challengesinclude
learning how to strengthen the
decentralized system; thereisa
need for an FETP presencein
provincial offices and then for
this presence to be extended to
primary care. Thisisin
addition to needs for new areas
of endeavor, such asthe need
to develop effective
intervention programs.”
[Ministry of Health Official]

“[FETP participants lack] an active pursuit of
knowledge of the public’s hedlth in their
communities. 1’'m not sure they know how to
do ahealth analysis of their community, how to
be proactive, in other words.” [Ministry of
Health Official]

“What we want with FETP isto go beyond
epicrisis. Epicrisismeansthat you put out the
fire but the conditions that led to the fire still
remain.” [Ministry of Health Official]
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Thailand

The Philippines

M exico

Spain

Policy and
Decision
Making

“Public health issues presently
being addressed by FETP
graduates include using data for
making health decisions and to
assess existing situations, areas
not sufficiently covered in the
curriculum.” [Ministry of Health
Official]

“When we got back to our jobs, employers had huge
expectations of us. They saw us as decision makers
and policy implementers. So | really had to struggle
with this, as did many others. | really needed
additional types of training but the basic tools hel ped
medo alot.” [Ministry of Health Official]

“The politician distrusts the technician. This
has social repercussions. The epidemiologist
hasabomb in their hands. The technician
needs to know how to do a good regression
analysis but that is not sufficient. Their work is
not isolated. The information they have can be
converted into either bad or good bombs. It has
to be managed appropriately. Maybe this could
be taught in FETP.” [Ministry of Health
Officidl]

Health
Economics

“Health economics and health
care financing are not covered
and perhaps should be.” [FETP
Graduate]

“Oneimportant tool would be medical economics.
We covered it alittle. It would really help with long-
term programs so that we could talk to the
implementersin terms of costs and benefits. Then
we could probably convince them.” [Focus Group
Participant]

“1 think that the trainees should study cost-benefit
analysis. | do thiskind of thing now so that | can run
my office like abusiness. | think the trainees need
this so the program manager should add it to the
program.” [Ministry of Health Official]

“[The program] could focus more on a specific
area, like economics, looking at an illness that we
have found. But we have not yet arrived at this
point. Thisinteraction with a cost-benefit or cost-
effectiveness analysis doesn't exist.” [Trainer
Focus Group Participant]

Planning and
Evaluation

“Evaluating the success of
interventionsis acritical
component of public health
practice. People do not always
cooperate. Technical workers
don’t necessarily understand
intervention and control
procedures.” [299-4]

[After my experience studying abroad] | am
preparing amodule for [the trainees] ... about
program evaluation. ... | think that most of us
graduates lack the necessary information and
knowledge on program evaluation. Thismoduleis
designed for [trainees] to use along with lectures.’
[Ministry of Health Official]

“The entire area of hospital epidemiology in
generd [islacking from FETP training]. Also,
clearly that which hasto do with the assurance of
the quality of medical carein all aress. ... They use
indicators developed in other countries ... [that
have] nothing to do with the quality of the
hospital. ... They need to know how to use
indicators to evaluate quality. Without this, they
can’'t establish surveillance indicators.” [Ministry
of Health Official]
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Thailand The Philippines M exico Spain
Behavioral “FETP participants were “Thereistheissue of the importance of behavioral
. unprepared for the wide range of science. | think this dimension should be added to

Science skills and activities required of the didactic portion of the [FETP] program. This

those posted in the provinces. would certainly help us with the dissemination of

Their focus ... was too narrow, health information.” [Ministry of Health Official]

and they did not recognize the

important role of behavioral “1 think a good suggestion might be to have someone

sciences and qualitative research that can be consulted about behavioral science issues.

in epidemiological work with We need to be able to convince the public to change

communities.” [299-4] their behaviorsif they arerisky ones. Moreof a

focus on health education would certainly help.”

“... lifestyle and social status [Focus Group Participant]

issues and health economics are

gaining increasing importance.

The new situation requires the

FETP to work with sociologists

and behavioraligts.” [Ministry of

Health Official]
Team Work “Skills and teamwork techniques | “We need to be able to arm ourselves in how we can “Up to acertain point, [the residency] was directed

could be better devel oped. convince local executives so that we can put toward leadership. But it lacked areal program of
and . Knowing how to look for what information into something more fitting their leadership. It waslimited in administration. It did
L eadership you need, who can help you solve | perspective.” [Ministry of Health Official] not teach us how to develop liaisons with those
Skills problems.” [Focus Group who make decisions. And when we arrive at work

Participant]

in areas that are very operative thisisalack.”
[Graduate Focus Group Participant]
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Thailand

The Philippines

M exico

Spain

Other

Emerging and re-emer ging diseases. “[In the
future] we may be faced with unanticipated
challenges like emerging or re-emerging diseases.
This may be one of our weaknesses.” [Focus Group
Participant]

Tobacco control. “We have activities [in the
area of tobacco control] but it is not an areawe
have donealot in. We should do more. Itis
very ingrained in society.” [Ministry of Health
Official]

Tumor registries, AIDS. “[The FETP could
make additional contributionsin] tumor
registries. We don’t have one but could use
one. AIDS s another problem. We have
problems with vertical transmission from
mother to child, and through injection drug use.
Other problems facing us are tuberculosis and
the growth/aging of the population.” [Ministry
of Health Official]
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systems should be developed to monitor chronic diseases (such as cancer and diabetes), trauma and
injury, occupational and environmental health.

Management and administration, program design and development, planning and
evaluation. Because the majority of FETP graduates will end up in positions with administrative
responsibilities, either in the districts and provinces or within their ministries of health, a need for
additional management and administrative skills was identified. In their future work, FETP graduates
will need to be able to plan and evaluate programs, as well as design, implement, and monitor
interventions and systems.

Policy and decision making. Whether or not they themsel ves become decision makers, FETP
participants need improved understanding of policy and decision-making procedures and mechanismsin
order to do even surveillance and outbreak investigation effectively. They must know how to convince
policy makers of the need for public health action.

Health economics. In an eraof diminishing financia support for public health, an understanding
of health economics principlesis essential to guide effective allocation of limited resources.

Behavioral science. Particularly in the two long-established FETPs (Thailand and the
Philippines), aneed for an understanding of basic behavioral science principles has been recognized. Life
style and social issues are increasingly placing populations at risk for adverse health conditions, and an
understanding of the mechanisms of behavior change is critical for the development of effective health
communication messages and materials.

Team-building and leader ship skills. Evenin the course of the traditional FETP activities of
surveillance and outbreak investigation, team-building and leadership skills are important for the
mobilization of staff and health professionalsin support of these activities. Respondents felt they could
use additional preparation in these areas.

The need for additional training in these areas reflects changes in the country popul ations, the
health conditions currently threatening these populations, and the organizational structure of the health
systems devised to protect them. The changes have brought about a need to broaden the approach to
public health and to become more inclusive in terms of the issues public health professionals are required
to address.

However, athough considerable consensus exists across FETPs as to the importance of the
above-mentioned areas, it does not necessarily follow that the FETP curricula should undergo drastic
revisions. Various options have been identified by each of the FETP countries that range from expanding
the FETP program through the inclusion of new modules to pairing FETP training with other degree
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programs or types of instruction. Yet al of the FETPs studied are wrestling to some extent with these
same issues of how to maintain the program’sintegrity and utility in arapidly changing public health

environment.
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7.0 Professional Linkagesthrough Dissemination and Networking
Activities

One of the objectives of this evaluation is to assess whether FETP contributes to the creation of
professional linkages as an outgrowth of the training. Here professiona linkages are broadly defined as
any kind of information exchange or collaborative work addressing public health problems. Inthis
chapter we examine (1) the opportunities for networking available to FETP graduates, (2) contextual
factors that affect the creation of networks, and (3) the role of FETP in developing and enhancing
professional networks. We conclude with recommendations for ways to strengthen this component of the
FETP based on information obtained through interviews with FETP graduates and trainers.

7.1 Professional Linkages and Networking Opportunitiesfor FETP Graduates

In this section we discuss professional linkages and networking opportunities available to FETP

graduates. We first discuss within-country linkages, then international linkages.

7.1.1 Within-Country Linkages

Professiona linkages and networks can exist within a country among graduates of the FETP
program, with other public health professionasin the country, and with a broader range of professionals
and the public. Within the national public health community, linkages among FETP graduates, trainers

and trainees can occur through:

# Membership in regional and national epidemiology or public health organizations

# Participation in and presentations at regional and national epidemiology meetings

# Participation in regional and national surveillance networks

# Pfr]?pgglati on of technical briefs and reports on outbreak investigations for public health
officials
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# Interaction with communi cable disease groups (e.g., other groups within the MOHS)

# Publication in national and/or local publications

Thelevels of contact among graduates vary acrossthe five countries visited. All the FETP
directors who responded to the survey were aware of ongoing professional communication and
collaboration among graduates and were able to provide concrete examples of this from the preceding six
months. Consistent with this response, nearly all graduates surveyed reported they had communicated
with other FETP graduates in the past six months (Table 7.1).

Table 7.1 Communication among FETP Graduates

Number of FETP graduates who have communicated
with another FETP trainee or graduate from their
country within the past six months
Site Visit Total %
Country | Respondents n (No. who have communicated/total respondents)
Mexico 58 50 86%
Thailand 35 31 86%
Philippines 23 23 100%
Spain 12 12 100%
Uganda 8 8 100%

Source: Form C

Importantly, however, thereis not always an infrastructure to support continuing contact. Inthe
Philippines, where most graduates are employed in the government sector, they have established an FETP
Foundation that they are using to support efforts to contract their services as private individuals. They
also have regular meetings involving both graduates and trainees. Spain and Thailand have active
informal networks of graduates and are pursuing more formal arrangements for ongoing communi cation.
The informal networks operate through friendships formed during the training and are supported through
more formal structures such as annual meetings and in Thailand an FETP website. In Mexico, no formal
structure for exchanges of information and resources among FETP graduatesisin place. Site visit
respondents indicated that informal contact is aso limited although 86 percent of the graduates surveyed
reported at least some contact in the last six months.
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Not all FETP graduates have access to the Internet. Thailand has the highest rate of access (Table
7.2) and the Thai FETP has been successful in establishing awebsite. Internet access remainslow in the

Philippines and Uganda.

Table7.2 Accesstothelnternet

Number of FETP graduates who have accessto the
Inter net
Site Visit Total %
Country | Respondents | n (No. who have accessto | nter net/total respondents)
Mexico 58 30 52%
Thailand 35 26 74%
Philippines 23 10 43%
Spain 12 8 67%
Uganda 8 1 13%

Source: Form C

In all five countries visited, FETP graduates participate in epidemiology societies and/or public
health associations at either the regional or national level, frequently presenting papers on public health
topics. Respondents often told us that they had noticed a positive change in both the quantity and the
quality of presentations by graduates of the FETP (Table 7.3). Topics covered in graduates’ presentations
are presented in Appendix C.4.

In the Philippines, much of the emphasisis on communication of FETP-trained professionals with
public health officials and decision makers. Thistakes the form of presentations to public health officials
(provincia and district health officers) regarding the outcomes of outbreak investigations, a quarterly
bulletin and one-page report, and memoranda to the Secretary — short technical briefs that focus on a
problem and recommend action. These briefs are used to inform the media as well asloca health
directors. With the devolution of the national public health system in the Philippines, an important role of
FETP graduates is working with local elected officials who are responsible for many public health

activities.
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Table 7.3 Meeting Attendance and Presentations

Ever attended a Ever given a Ever given a Number of presentations
meeting or presentation presentation at made by graduates at
conference on a addressing a regional or regional or national
public health- | public health topic | national public | public health conferences
i o related topic at aconference | health conferences
Site Vigit
Country n % n % n % Total | Median | Mean
Mexico 53 91% 49 84% 40 69% 573 7 14
Thailand 33 94% 34 97% 30 86% 268 4 9
Philippines 22 96% 22 96% 16 70% 106 5 7
Spain 12 100% 11 92% 11 92% 40 4 4
Uganda 8 100% 8 100% 7 88% 25 4 3

Source: Form C

Thailand, which has the oldest FETP program, now has graduates placed in high-level positions
throughout the health system. They are visible participantsin many public health activities and much of
their professiona role depends on effective communication. FETP graduates are active participantsin
conferences, in surveillance systems, and in public heath planning and management activities. However,
they are limited in their networking abilities by time constraints. Respondents reported that graduates
often work too hard to allow sufficient time for networking activities.

In Spain, the newest of the programs visited, graduates are not yet as well-connected at top levels
asthey arein Thailand. They are active in the Spanish Epidemiology Society but have limited influence
in the larger public health community. Respondents were optimistic that their connections and influence
would grow with time as graduates are employed in a broader array of positions and as curriculum
changes increase their potential to influence decision makers.

Over one-half of al graduates in each country have submitted manuscripts to national and/or
local publications (Table 7.4). Topics covered in graduates publications are presented in Appendix C.5
at the end of thisreport. In Spain the percentage is very high at 92 percent, evidence of the high priority
placed on publication. The high volume in Thailand and Mexico shows that graduates in those countries

also continue to publish in the years after graduation.
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Table7.4 FETP Graduate Publication Activity at the National and/or Local Level

Graduates Graduateswho
who have have had
submitted manuscripts
manuscriptsto accepted by
national national and/or
and/or local Number of local Number of
T publications | manuscripts submitted publications manuscr ipts accepted
eVis
Country n % Total | Median | Mean n % Total | Median | Mean
Mexico 35 60% 221 4 6 35 60% 211 5 6
Thailand 22 63% 276 5 13 22 63% 274 4 12
Philippines 12 52% 27 3 2 12 52% 23 2 2
Spain 11 92% 73 5 7 11 92% 65 4 6
Uganda 6 75% 20 4 3 6 75% 16 3 2

Source: Form C

Professiona linkages with other disciplines and the public can also strengthen public health
within countries. Thisisan areain which many of the FETP programs have been struggling.
Respondents recogni ze the importance of many of these links but feel that often there are serious
deficienciesin the current networks in many key areas such as clinical health and medical specialty
groups, laboratory systems, social and behavioral sciences, occupationa and environmental health
sciences, the public and the media, and e ected officials.

There are some notabl e successes, however. In Thailand, the FETP program has worked with the
Division of Nursing and the Division of Rural Hospitals to conduct nosocomial infection outbreak
investigations. In addition, the Ministry of Energy has asked the FETP for assistance. In Mexico, the
FETP trainees rotate to the national public health laboratory to gain an understanding of how laboratories
can support their jobs as epidemiologists. When an outbreak occurs, trainees learn to speak directly with
the laboratory staff for guidance on how to approach specimen collection and other |aboratory-rel ated
aspects of outbreak investigation and control. In the most recent cohort of trainees, communication with
the laboratory was reported to be excellent. Historically there has been an “oil and water” situation
between epidemiology and laboratory science, but lowly thereis some mixing. Thelink between the
hospital and the laboratory is viewed by the program managers as a critical link for the long-term
sustainability of the FETP in Mexico.
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Linkages were aso identified by respondents as playing an important role in identifying and
creating field opportunities for FETP trainees. In Thailand, for example, several respondentsindicated
that forging ties with health professional s in the provinces may help to create more opportunities for
training in surveillance systems. Currently, the Division of Epidemiology’s surveillance systemisthe
only system with which the traineesin the Thai FETP have experience. Respondents from Mexico
pointed out that linking the FETP with other departments and disciplines would help the program obtain
more opportunities for residents to do field investigations.

In the Philippines, emphasisin training has been placed on working with the media. Respondents
attribute this to strong support of mediarelations by the President of the Philippines. His sensitivity to the
pressistransmitted to all of his cabinet officias. In the past, the Department of Health had problems with
events being exaggerated by the media. Now, the media call health officials before a story is released.
The FETP has worked with the media to explain the basic principles of outbreak investigation.
Participation in radio interviews is arequirement for FETP graduates. Respondents feel that FETP
graduates are able to meet with the press and use data correctly to answer their questions. As noted
above, there are important links with local-level elected officials.

In general, the FETP graduates in Spain do not feel that they have been successful in these areas
as yet, athough there are isolated success stories. During our visit, it was clear that the program, whichis
still very young, is going through dramatic changesin the curriculum that are in part based on these
perceived deficiencies. They are actively devel oping and implementing curriculato introduce studentsto
occupationa and environmental health issues. They are discussing strategies for involving the media and
public health decision makersin the FETP training so that trainees could become directly acquainted with
people in such positions. They are considering structuring curriculum changesin away that would
provide former students with opportunities for further training in areas where they feel that they are
deficient. Continuing contact with CDC is viewed by the Spanish FETP program as essential to their
ability to adapt and improve.

7.1.2 International Linkages

The strongest international links of FETP programs are those directly with CDC. Strong
connections between FETP organizers and CDC existed at some level prior to FETP and were
instrumental in generating the FETP in the first place. With the implementation of the FETP programs,

these links have become stronger and have broadened to include other institutions in the United States.
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For example, both Thailand and the Philippines are working with UCLA in support of AIDS/HIV sentinel
surveillance activities, and a Philippine instructor has attended Emory University to receivetraining in
internationa public health management.

Evidence of the strong connections between FETP programs and CDC is provided in the
graduates’ publication of articlesin the MMWR and presentations made by graduates at CDC (Tables 7.5,
7.6).

Table7.5 FETP Graduates MMWR Publication Activity

Number of Number of
graduates graduateswho
who have have had
submitted Number of manuscripts
manuscripts manuscripts accepted by Number of
SteVist | Total t(r)]MMV\;/R subml_tted rI:/IMWRO/ manuscrlpts_ accepted
Country . 0 Total | Median | Mean 0 Total | Median | Mean
Mexico 58 12 | 21% | 21 1 2 12 21% 18 1 2
Thailand 35 3 9% 8 3 3 2 6% 5 3 3
Philippines | 23 3 13% 5 2 2 3 13% 5 2 2
Spain 12 4 33% 2 2 4 33% 2 2
Uganda 8 0 - - - - - - - - -

Source: Form C
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Table 7.6 PresentationsMade at CDC by FETP Graduates

Number of graduateswho have | Number of presentations made by
i o given presentationsat CDC graduates

Site Visit

Country n % Total M edian Mean
Mexico 12 22% 29 1 2
Thailand 7 20% 7 1 1
Philippines 16 70% 27 2 2
Spain 7 58% 7 1 1
Uganda - - - - -

Source: Form C

Further evidence of the strength of the connection is provided in the number of graduates who
indicated they had communicated with an employee of CDC in the past six months (Table 7.7).

Table7.7 FETP Graduates Communication with CDC Employees

Number of FETP graduates who have
communicated with an employee of CDC

Site Visit Total %

Country | Respondents | n (No. who have communicated/total respondents)
Mexico 58 19 33%
Thailand 35 12 34%
Philippines 23 10 43%
Spain 12 5 42%
Uganda 8 3 38%

Source: Form C

Opportunities for FETP graduates to interact with public heath professionals from other countries
have been more limited. Thereislittle evidence of any kind of an international network of FETP
graduates, independent of CDC. The annual meeting of FETP directors provides an opportunity for some
contact. However, the graduates themselves do not fed that they have had appropriate opportunities to

learn about the activities of their counterpartsin other countries. Only a small percentage reported that
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they had communicated via phone, fax, or email, let alone face-to-face with another FETP trainee or

graduate from a country other than their own in the past six months (Table 7.8).

Table 7.8 Communication with FETP Graduates of Other Countries

Number of graduates who have communicated with
another FETP trainee or graduate of a country other
than their own
Site Visit Total %
Country Respondents n (No. who have communicated/ total respondents)
Mexico 58 10 17%
Thailand 35 5 14%
Philippines 23 4 17%
Spain 12 4 33%
Uganda 8 2* 29%

Source: Form C

*One response to this question was missing for Uganda

There is some evidence of networks forming at aregional level. For example, Thailand plans to
make the FETP program a WHO Collaborating Center for training. Thiswill expand support for the
program and will make it an international focal point for epidemiology training in Asia. Spain has begun
to open up their program to students from other European countries. The program in Spain also has been
in contact with another Spanish-speaking FETP country, Peru. They have also become activein a
European epidemiology group, European Program Intervention Epidemiology Training (EPIET). This
program is based in Belgium and is comprised of EIS graduates. Respondentsin Thailand mentioned a
close working relationship with the International Clinical Epidemiology Network (INCLEN). Thishas
included discussion of curriculum issues and the past participation of INCLEN faculty in FETP courses.
Thereis no formal relationship between the programs, however.

Attendance at international conferences varies across the five countries but is not uncommon
(Table 7.9). Many FETP graduates have also had manuscripts published in international journals other
than the MMWR (Table 7.10).
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Table 7.9 International Conference Attendance by FETP Graduates

Ever attended Ever given
other (non-CDC) Number of other presentations
international inter national meetings at other Number of
meetings or or conferences international | presentations made by
i o conferences attended conferences the graduates
Site Vigit
Country n % Total | Median | Mean n % Total | Median | Mean
Mexico 34 59% 297 7 9 29 50% | 305 5 11
Thailand 33 94% 197 5 6 22 63% 86 3 4
Philippines 20 87% 54 2 3 17 74% 47 1 3
Spain 9 75% 14 1 2 8 67% 15 1 2
Uganda 8 100% 19 2 2 7 88% 12 3 2

Source: Form C

Table 7.10 Publicationsby FETP Graduatesin International Journals

Number of graduateswho have had
manuscr ipts accepted by other Number of manuscripts
Site Visit inter national publlcatol/ons accepted
Country n 0 Total Median | Mean
Spain 7 58% 20 1 3
Philippines 7 30% 25 1 4
Thailand 14 40% 42 3 3
Mexico 26 45% 129 3 5
Uganda 5 63% 14 4 2

Source: Form C

During our visit to Thailand, the longest-standing FETP program, respondents emphasized the

importance of developing additional international linkages. They feel that they have achieved a high level

of technical skills and now need to focus on devel oping and expanding international networks. In

contrast, Spain is still focused internally on developing the skills and networks to permanently establish

the program and develop its reputation within the country. They are searching for ways to improve the

curriculum to better respond to public health needsin Spain. Contact with the international community is

not yet a high priority for them.
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7.2 Contextual Factorsthat Influence the Development and Maintenance of
Linkages and Networking Systems

The contextual factors described below represent challenges for many FETP programs as they
work to develop and maintain professional linkages and networks. An understanding of these factors can
lead to a better appreciation of the successes that have been observed to date and the challenges that still
remain.

In the devel opment of international networks, there are several factorsthat can be barriers. These

include:
# Language differences,
# Inadequate communi cation technology, and
# Limited financial resources to support travel.

Fourteen of 16 FETP programs are located in non-English-speaking countries, four of them
Spanish-speaking. The FETP program requires communication in English as a condition of participation,
and CDC assumes that this capacity is present when developing support for programs. Meetings are
conducted in English and documents are prepared in English. Thisis probably the only practical way for
CDC to support the program overall. While FETP participants normally can communicate in English,
their ability to perform at a professional level in thislanguage varies considerably. Thisislessof a
problem for publications, where editorial support from consultants can be obtained.

Inadequate communi cation technology and lack of the necessary infrastructure to support
communication can impose limits. Access to the Internet remains limited in many countries, thus
restricting opportunities for communication at adistance. While thiswill undoubtedly improve over time,
at present it cannot be assumed that trainees in all countries have access to the Internet.

Limited financial resources to support travel restricts in-person communication. For example,
WHO support was important for initiating the FETP program in Thailand. The withdrawal of this support
after thefirst five years has been problematic for Thailand, sinceit has limited the program’ s ability to
provide fellowships for travel to CDC as part of their training. The opportunity to work directly with
staff at CDC was highly valued by participants.

Professiona linkages and networks within countries are also affected by contextual factors.
While lack of communication technology and money for travel can play arole, other significant factors
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limit intra-national linkages. Several countries (Spain, Mexico, the Philippines, and Thailand) have
experienced recent decentralization of their health systems. For some, this has created communication
and coordination difficulties at the national level in responding to outbreaks and in addressing more
broadly the public health challenges within the country. Many of the difficulties that FETP programs
have had in connecting with other medical specialties are not unique to FETP, but are products of the
long-standing separation of public health and clinical practice.

7.3 FETP'sRolein the Development and M aintenance of Linkages and Networking
Systems

Within countries, it is often difficult for participants to separate the connections that the program
has provided from what they individually might have achieved without them. Prior to the FETP, both
Mexico and Spain, for example, were trying to build internal networks to strengthen ties among regions
and between the central government and the regions. The FETP has provided a mechanism to support
those efforts. The Spanish program is still new, but respondents feel that the program is already having
an effect as aresult of informal networks established as trainees from various regions come together to
participate in the course. The program directors have noticed that, in regions that have a graduate,
communication with the central institute is quicker in the event of an outbreak than in regions that do not
have a graduate. Mexico isinterested in establishing residencies at the state and regional level for
trainees in addition to the national residencies that have comprised the program to date. They report that
interest is high in the states and regions in having trainees and they view this as an essential step for the
success of the newly decentralized health system.

The FETP has contributed to increased communication between graduates and other public health
professionals nationally through support for conference participation, fostering the development of
presentation skills, and encouraging publication by trainees. The FETP srolein building bridgesto other
medical speciatiesislessclear. In Mexico, the program has helped to close an historical gap between
epidemiol ogists and laboratory practitioners. Respondents provided examples of FETP residents working
with clinical providersto reinforce the role of public health in clinical practice, an improvement that they
attribute to the FETP. Thailand can aso point to some successesin thisarea. It isnot clear the FETP has
yet played that role in the other countries visited.

Since 1973, there has been an increase in the acceptance of epidemiology and epidemiol ogy-
based thinking in Thailand. WHO and the World Bank have had some impact, but much of this higher

profile for epidemiology is credited to the FETP. FETP graduates are not seen as Ministry bureaucrats.
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They are viewed as critical thinkers who can do evidence-based decision making. If a unit within the
Ministry has an FETP graduate, this tends to be the person who is called on to disseminate information to
decision-makers. We were told that the program has contributed to raising the profile of the Ministry.

Therole of FETP in creating linkages with professionalsin other disciplines appearsto bein its
infancy. We found evidence of alot of interest in devel oping relationships and networks with a variety of
other disciplines but only limited evidence that these connections have been established.

The establishment of FETPs in the participating countries has been very important in developing
and strengthening ties with CDC and other health organizationsin the United States. Connections
through the CDC consultant during the first years of the FETPs have led directly to important contacts
and collaboration with public health researchers at CDC and elsewhere. Although FETP has not yet had a
large impact on broader international networks, thisis arole that the long-standing programs are eager to

see grow and expand.

7.4 Recommendationsfor Enhancing Linkages and Networ king Systems

Several opportunities for enhancing professional linkages and networks were noted by
respondents. Greater internationa statusis viewed by some participants as important to the long-term
sustainability of FETP. To improve the capacity of FETP graduates to participate in international

epidemiology and public health networks, we heard the following recommendations:

# Create a network of FETP centers worldwide. CDC’ s role should encompass helping
develop the basis for an international epidemiologic network. [One respondent suggested
that this report can serve as one mechanism to create alink among FETP programs.]

# Increase collaboration with universities in participating countries, capitalizing on FETP's
area of expertisein population-based health issues.

# Increase the role of FETP as a consultant to other components of health ministries and
regional and provincia health agencies, again capitalizing on its unique areas of
expertise.

# Increase opportunities for FETP graduates within a country to meet and exchange
experiences. This could be accomplished through national meetings that FETP graduates
frequently attend.

# Provide language and editorial assistance for publications by FETP graduates in English-
language international journals.
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# Provide support for aformal program of travel and study abroad by FETP trainees. Such
support could be based on a competitive process administered by CDC or an advisory
committee of outside experts.
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8.0 Sustainability of FETPs

In this chapter, we present data on the sustainability of FETP programs once the period of CDC
support has ended. We present a brief overview of the status of all FETP countries according to selected
sustainability indicators. We then discuss facilitators and barriers to sustainability in the five FETP site-

visit countries.

8.1 Assessment of Sustainability

Sustainability refersto the capacity of FETP programs to continue to function after an initial
period of substantial outside technical assistance. Sustainability does not require that there be no outside
assistance, but only that the program be well enough established to function in its absence. We defined

two indicators of sustainability in the protocol for this evaluation:

# The proportion of autonomous FETPs that continue producing trainees two years after
becoming autonomous

# The proportion of autonomous FETPs that are ingtitutionalized

The operational definition of autonomous is that the FETP program operates without a CDC
consultant or other regular technical support supplied by CDC. Institutionalization means that a program
has |eadership by a nationa director, an organizational identity within a national institution, a budget and
authority to commit it, and self-sustaining cycles of graduation (Music and Schultz 1990).

Asof late 1997, nine of the 14 FETPs (64 percent) had discontinued their relationship with an
external CDC consultant at least two years ago. Although Spain will not reach the two—year mark until
the summer of 1998, it islisted as autonomous because there is no indication that the program will
discontinue operating by that time. This brings the total number of autonomous FETPsto ten.

Of the autonomous FETPs, seven meet the definition of ingtitutionalized provided above,
although the stability of organizationa location and funding is more certain in some countriesthan in

others. The seven ingtitutionalized FETPs are: Australia, Canada, Indonesia, Mexico, Spain, Taiwan, and
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Thailand. All of the FETPs for which data were available, with the exception of the Italian and Peruvian
programs, were producing graduates in 1997.

These indicators — autonomy, institutionalization, and ongoing production of graduates —
demonstrate that as a whole the multi-country programis doing well in moving individual FETPsinto an
autonomous status.  Seventy-one percent of the programs have become autonomous and most of those
that have not are among the more recently initiated programs. Furthermore, 86 percent of the programs
continue to produce graduates. However, only 43 percent of the programs have so far met the
aforementioned criteriafor ingtitutionalization.

The following sections of this chapter will discuss some of the facilitators and barriers to program
sustai nability based on the experiences and opinions of our respondents in the five site visit countries.

We conclude with recommendations based on these findings.

8.2 Factorsthat Contributeto Sustainability of FETPs

It istoo soon to tell how many of the FETPswill remain self-sustaining over time. However, it
seems clear from the data obtained from our site visits that prospects for sustainability are improved to the
extent that:

# A need for trained epidemiol ogists continues to exist

# The program remains responsive to the public health needs of the country

# Graduates of the program are able to successfully address those needs

# Public health decision makersin the host country are aware of the role of FETPin

meeting those needs

All FETP programs were initiated in response to a perceived need for additional epidemiologists,
particularly field-level epidemiologists. Our findings show that this need has not been saturated. The
need for epidemiologists in FETP countries persists and has even increased in recent years because of the
decentralization of health services taking place in these countries.

Respondentsin many of the countries visited stressed that there are still many health workers who
do not understand basic epidemiologic principles. Although FETPsin the countries visited are in the
process of reaching a critical mass of applied epidemiologists, there are still hot enough epidemiologists
to make maximum use of surveillance in disease prevention and control or address the full range of public

health needs. For example, the Thailand MOPH would like physicians with FETP training to be placed in
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al components of the Ministry and in all provinces. To date, too few graduates have been produced by
this FETP to provide thislevel of coverage.

Especially important for the survival and long—term health of FETPs is the capacity of the FETP
model to respond to acritical need for applied field epidemiology training at the community level under
newly decentralized health systems. For example, in Mexico we heard that the country’ s need for
increased epidemiology capacity has become more acute as the management of health services has shifted
to the state level. In all of the countries visited, the practice of public health generally, and epidemiol ogy
specifically, was being redefined in such away that the FETP will need to adjust its focus from the
national level to the regional or district level. The success of the FETP may depend on the degree to
whichiit is ableto do thisin each of the host countries.

Respondents made clear to us that new regional and local health agencies cannot ssimply replicate
operations from the national level. Rather, these agencies need knowledge of and information about
public health problems at the local level in order to make decisions and develop solutions. Training in
epidemiology for local health officers, who seldom know how to do outbreak investigations or
epidemiologic research, requires aspecial approach. The Thailand MOPH tried to send health officers
abroad for epidemiological training, but found that when the trainees returned, they were unable to readily
apply their skillswithin their own country.

The sustainability of the FETP aso is strengthened to the extent that the program fills avital need
that is not successfully met through other programs. The success of the program so far has been its ability
to fill agap left open by other in-country public health training programs. The research orientation of
most academic programs means they have not been as oriented to specific public health needsin the field
(outbreak investigation, disease control, etc.) asthe FETP. The FETP has produced a new group of
epidemiol ogists who can fill key positionsin the health ministries of their countries. One informant
mentioned that, in his country, the FETP' s strength is proportional to perceived weaknesses in other parts
of the public health system, such as the School of Public Health.

However, for the FETP to build and maintain the support of important public health ingtitutions in
their countries, it isimportant that they work out some kind of accommodation with alternate training
programs. The difference cited most often between the FETP and MPH programsiis, of course, the more
field-oriented approach of the FETP. Most of our informants felt that the FETP in their country could be
strengthened through stronger ties with university and hospital-based MPH programs, athough they were
averse to turning the FETP into an academic program.
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Institutionalization implies that the FETP is placed in some part of the MOH or an academic
ingtitution that supportsits mission by supplying staff, funding, and a national director. One respondent
suggested adopting the CDC model, in which the FETP would have its own staff and |aboratory support
— acomplete institution that could simultaneously provide training and service. We did not observe an
FETP operating in this comprehensive manner in any of the five site visit countries, although severa had
created good rel ationships with laboratories and hospitals in support of training activities

The degree to which the FETP is known within the host-country health sector and the respect that
it receives from important policy makersis akey factor in itssustainability. Thisiswell-illustrated in the
Thailand FETP. This program has a good reputation in Thailand and is well known outside of the
MOPH. Leadersin the health sector who are not graduates know and respect colleagues who have
completed FETP training. The activities of FETP graduates are visible enough within the country that
other government ministries have sought out the program for help in addressing their own health-related
problems. One respondent recalled that, in the early days of the program, non-FETP physicians
sometimes were critical of the program, but that this has changed as graduates have reached higher ranks
in the MOPH.

In the Philippines, the credibility of the FETP has been enhanced by its relative sophistication in
working with the mediain connection with investigations of outbreaks and emergency responses. The
Philippine program is backed by an FETP board that hel ps provide the program with broad visibility. As
in Thailand, the success of early participants and leaders in the program in reaching high-level positions
in the MOH hel ps keep the program on the palitical agenda of key MOH officials.

In Mexico, the FETPis politically popular because it is perceived as a Mexican program rather
than as part of any international agenda. An important theme in thinking about the sustainability of the
Mexico programisthe link that the FETP has been able to forge between field epidemiologists and both
hospital and laboratory components of the public health infrastructure. This has provided the program
with high visibility and support within the Mexican health system.

8.3 Barriersto Sustainability of FETPs

We consider barriersto sustainability from three perspectives: the national perspective, the

programmatic perspective, and the perspective of the individual participantsin the training program.
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8.3.1 National-Leve Barriers

Threats to sustainability at the national level come from uncertain political support within the
national health system, an underdevel oped infrastructure for health, and funding limitations.

Continuing political support is necessary for maintaining the FETP over time. Thisis best
assured by the movement of FETP graduates up through the ranks and into decision making positionsin
health ministries. Respondentsin Thailand cited a high level of support for the program in the Ministry
of Health, extended funding from the World Health Organization, and a growing number of FETP-trained
epidemiologistsin upper echelons of the MOPH as key factorsin the sustainability of their program.
About 50 percent of graduates of the Thai program are still in government service, many of them moving
toward the Deputy Director level in the MOPH. Others are moving into positions of |eadership in the
provinces. This leadership of FETP graduates has led to devel opment of an alumni network that
respondents feel helps sustain the viability of the program.

Full recognition of the FETP may require more political support than is currently being provided
by the health ministriesin countries that, for now, have stable programs. For example, in one country,
regional directors often request FETP graduates to work with them, but there is no official commitment of
the health ministry to support this relationship. In another instance, competing for employment
opportunitiesis complicated by different requirements for positionsin public health administration than in
clinical heath administration. Under current hiring criteria, clinicians can compete with FETP graduates
for public health jobs but the reverse is not true; FETP graduates are not able to compete for clinical
health administration jobs. These political factorsin employment and promotion affect the capacity of
FETPsto establish acritical mass of graduates in key health positions.

Decentralization of the political and healthcare system has changed the political stakes for
epidemiology. Increasingly the financia resources for public health are located in communities. Political
and financial support for the program must therefore be sustained at both national and regional levels.
Trainee recruitment can be affected because trainees, often employees of regiona or local health
agencies, must be given release time and at |east some funding from localitiesin order to attend FETP
training. Y et manpower shortages at the local level and a scarcity of funding to provide trainees’ salaries
during their absence can be difficult at the local level where resources are limited. In addition, returning
trainees may command higher salaries due to their newly acquired skills, salaries that loca health
agencies may find difficult to meet.
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The sustainability of FETPs may also be threatened by the downsizing of host-country MOHs and
the change in the role of these central institutions away from direct service provision toward quality
assurance and technical support of regiona health organizations. For example, Uganda’s MOH is
currently dismantling its training component. If the PHSWOW had been located in the Ministry, rather
than in auniversity, its sustainability certainly would have been jeopardized by this action. CDC and
participating countries should be aert to such scenarios and take measures to confront situations like this
by building inter-institutional teams of academics and national, regional and local health officials, thus
broadening the base of political support for these programs.

Political threats to sustainability of the program may also come from other programs that perceive
the FETP as competition for resources or as likely to reveal weaknesses in their programs. This may
interfere with the stable division of Iabor needed to sustain an FETP and provide ongoing opportunities
for trainers. For example, the medical and public health sectors have traditionally been separate in many
FETP countries and forging connections between them has proven difficult.

A central problem related to the sustainability of the FETP isthe lack of long-term strategiesin
some of the host countries for improving the public’s health. Very often crises, not long-term planning,
form the impetus for public health action. One respondent felt that this was areal threat to the
sustainability of the program because “its survival isfed by opportunities.” Lack of adequate public
health infrastructure may contribute to this problem. It may be that FETPs will need to show that they

can contribute to the devel opment of long-term public health strategiesif they are to survive.

8.3.2 Program-Leve Barriers

Program-level barriersto sustainability are those aspects of program management and
administration that impact on the resources available for field epidemiology training. Programmatic
obstacles can include lack of a solid organizational identity, failure to sufficiently broaden the scope of
the program to meet public health needs, inadequate support of trainers, competition from other programs,
and lack of communication with clinicians and the public.

Permanent placement of the FETP in a Ministry of Health is akey safeguard against palitical
threats to sustainability, but this kind of institutionalization may not be stable in countries with rapidly
evolving health systems. The Philippine FETP is an example of this. In 1992, the program was
ingtitutionalized in the sense that there was a budget line item to support a training program. But the
FETP cannot appear in the official organizational charts because of an absence of alegidative definition
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of the program. At thistime the FETP isin the Special Concerns division becauseit is one of the priority
concerns of the Secretary. FETP staff would like to see it more formally established as part of the MOH
so that they would have closer coordination with other units. Thiswould strengthen networking and
inter-program relationships. The program currently has adequate funding, good logistic support, and the
backing of the current Secretary of Health. But staff feel that the absence of an organizational identity is
aproblem.

Closely related to this concern, we heard strongly felt opinions about the necessity to keep the
program located within a health ministry in order to ensure that the program remains field-based and
responsive to the needs of the country. Institutional location within auniversity setting is viewed as
potentially jeopardizing the strong field orientation of the program, even though such alocation might
place the program in a stronger position to provide training resources. However, even as they resist
incorporation into auniversity setting, FETP directors would like to see better integration of the FETP
into the academic sphere in order to strengthen both the theoretical basis of the program and the linking of
FETP graduates to national and international networks of health professionals.

FETPs are under pressure to broaden the scope of their training, and to think more seriously and
actively about public health prioritiesin order to increase the value of the program to health ministries. In
several countries, we were told that FETP graduates were not always broadly trained to meet current
public health needs. Public health issues that are not sufficiently covered in the curriculainclude the use
of datafor public health decision making, occupational and environmental public health concerns, and
needs assessments.

Inadequate support of trainers may limit the capacity of the FETP to continue providing training
or to expand the training to meet changing needs. In many countries, FETP faculty positions are part of
the responsibility of service-oriented staff in the health ministries rather than academic faculty. The
academic and methodology background of the trainersis not always strong. But trainers seldom have
opportunities to enhance their skills since they have so many other commitments. In one country, trainers
with whom we spoke emphasized the importance of what they were doing as FETP trainers, but pointed
out that they could only volunteer for alimited time without release time or asaary.

FETPs need the flexibility to broaden the content of the program to assure sustainability of the
programs in the rapidly changing political environments surrounding health in many of the host countries.
In one country, we were told that other agencies are developing epidemiological capabilities. If the FETP
continues to be based on surveillance and outbreak investigations, these activities may be taken over by
theregiona health units, leaving the FETP without aniche. The FETP needs to counter thiswith a
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national focus on disease causation and control, including risk factor assessment, and planning national
health policies. In another country, we were told that there are real questions about the need for the
current kind of training in the future. FETP will need to move into new areas and increase technical
competenciesif it isto continue to grow and develop.

A widespread lack of communication with clinicians and the public is an additional barrier to
sustainability. The FETPs need to bridge the gaps between professionalsin each of the key public health
components: laboratorians, clinicians, and administrators. The Mexican FETP could serve asamodel in
this regard with its laboratory and hospital rotations. Attempts are being made to expand this program’s
training to include district-level rotations. Finally, the FETP must be able to convincingly explain the
importance of epidemiology and why it should be supported.

8.3.3 Individual-Level Barriers

At theindividual level, barriers to sustainability include lack of funding during the training period
and poor career incentives for participation in the program. The absence of an academic credential is
viewed by some as another significant problem, one that is related to the limited ability of graduates to
use FETP training as leverage for advancement in their careers.

Support of FETP trainees, for salary and living expenses as well as the direct costs of training, is
essential for continuation of the program over the long run. At present, trainees often struggle to maintain
their participation in the program. Some receive al or part of their salaries from the national or regional
health units that employ them. Many do not. Others maintain households for their familiesin home
communities because the costs of living are prohibitive in cities where training is held. In Spain, trainees
keep their salaries but need to apply for highly competitive research grants to pay their living expenses.

In another country, one respondent told us that she sold her car to continue in the program after her
employer took her salary to hire areplacement. There will, of course, aways be some who are willing to
make such sacrificesto take part in training. However, the need for such sacrifices do not bode well for
the sustainability of a program over time.

In some host countries, politics may be more important than training for career advancement and
good epidemiology lessimportant than political affiliation. Thislimitsthetrainees’ perceptions that the
FETP will open career doors. Several respondents suggested that the best talent is often channeled into
clinical epidemiology. Research careers are associated with high status and prestige, whereas field
epidemiology is often of lower status. Participation is also affected to the extent that trainees must risk
their current jobs to complete FETP training. Graduates may or may not have the same job waiting when
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they return. Reabsorbing trained epidemiologists into practice at the regional and state level does not
always go smoothly. Newly trained epidemiologists may be perceived by supervisors and colleagues as
threats. Sdary limitations due to slow promotion have led to waning applicant interest in the FETP in the
short term. On the positive side, one career advantage of the program mentioned by respondentsin
several countriesisthat the FETP can move careers forward by providing opportunities for foreign
training and participation in international networks.

A disincentive to making sacrifices in order to participate in the FETP in some countriesis the
lack of opportunity to earn a master’s degree or other credential through the program. In many health
ministries, at |east some promotions depend on a degree. In the Philippines, for example, the FETP was
able to obtain certificates for medical specialist positions. However, we weretold that the FETP
credential has not yet achieved the level of acceptance and compensation that it should have. Some
respondents favor making the FETP a post-graduate training equivalent to a master’ s degree, perhaps
adding a more academic component to the program. One person proposed that perhaps universities could
send some students to the FETP for part of their training, creating alearning partnership between the two.
Overall, however, respondents were fairly unanimous in their strong feeling that the FETP should not

sacrificeits applied field orientation to the requirements of academic institutions.

8.4 Recommendations

In this section, we summarize some of the recommendations for improving program sustainability
provided by respondents during our site visits. Most of al, respondents stressed that to remain vital,
FETPs must evolve with time and adapt to changes in the health systems in which they function. Other
suggestions included:

# Develop a broad and precise consensus among local health players about what the FETP
can do in the community, so that interest in the FETP comes from inside the community
and not from outside.

# Raise the profile of epidemiology and public health in FETP countries. One respondent
proposed the development of a new research organization in the Ministry of Health that
focuses on public health issues of national importance.

# Help health administrators understand the importance of epidemiology as a public health
science. Clinical epidemiology will not have an impact on the larger health issues, yet
that is where the best people are heading. There needsto be greater recognition for field
epidemiology.
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Develop a better system to recognize the achievement of trainees in order to improve
recruitment and attract young graduates.

Explore options related to distance learning as a mechanism to overcome the problem of
time-away-from-work and the high cost to trainees of living in urban areas.

Incorporate material on the political realities of public health delivery and itsimplications
for studying outbreaks into the FETP curriculum.

Introduce a requirement, ten years down the road, that regiona epidemiol ogists be trained
in FETP in order to be promoted.

Continue to seek specialized technical assistance to support efforts to broaden the training
opportunities available to trainees and graduates. In some countries, we observed a great
deal of capacity building in selected areas with technical assistance from CDC.
Respondents see a continued role for CDC in providing specialized technical assistance
on request on selected topics.
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9.0 Conclusions and Recommendations

In this chapter, we discuss some of the most critical challenges that FETP/PHSWOWSs are facing,
summarize what we have learned in this evaluation, and suggest some implications of our findings for the
FETP/PHSWOW. Inthefina section of this chapter, we present recommendations for CDC to consider

as they move to strengthen existing FETPs and to bring other countries into the process.

9.1 Conclusions

On the basis of our study, we conclude that the FETP approach has been effectivein creating a
self-sustaining epidemiology training program at the national level in the countries that we visited. Four
of the five programs are autonomous, continue to recruit and train graduates, and place themin the
forefront of disease prevention and control in their countries. The fifth program visited, the PHSWOW
program in Uganda, has all of the signs of becoming an effective resource for its country in the future.
Moreover, FETP programs have created a cohort of technically prepared epidemiologists that are
increasingly trusted by health officials who have worked with them in some capacity. Looking back over
the experiences of these FETPs, we can see clearly that these programs have become stronger, more
capabl e of achieving their own objectives, and more vocal as advocates for public health in their host
countries.

This project is an evaluation of the degree to which the FETP, as conceptualized by CDC, has
met its overall objective of augmenting the epidemiologic capacity of host-country agencies. The FETPs
have tried to do this by helping Ministries of Health build sustainable high quality training programs for
public health workers in applied epidemiology. Ideally, the long-range outcome of the FETP will be a
professionalization of public health around the world that will move decision making around health issues
from an intuitive and crisis-driven basis to one based on sound scientific principles and solid
epidemiological understanding.

CDC’srole in the FETP has been to help public health professionalsin host countriesin any way
that it can. CDC helps them to negotiate the logistics and funding of start-up, provides technical
assistance during the initial phase of the training program through an in-country consultant, and provides
support as needed in moving the in-country programs to a secure institutional position in the Ministries of
Health in which they are carried out. Additionaly, CDC promotes development of an international
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network of field epidemiologists by means of regular international meetings and information exchanges
among representatives of FETP programs.

Asis so often the case in public health, FETPs have arisen out of emergent needs and shifting
political climatesin host countries and at CDC. Animportant part of the CDC support of FETPs has been
to simply get out of the way when necessary. Some countries need more assistance from CDC; some
need less. CDC must always be learning on the job. Getting the right balance is difficult, and many
people have, at some point, thought that representatives of CDC should play a different role.

We probed for problems that host countries might have with CDC staff or consultants. Occasionally we
were told that CDC should be more collaborative and less directive in the set-up phases of FETPsand in
technical assistance. Some individualsin host countries experienced problems with individual CDC
consultants, but this was not a recurrent theme. Generally, there was very little negative comment about
CDC during our site visits or in our interaction with representatives of host countries at three international
meetings. Most of those we talked to understood and were appreciative of CDC'’s effortsto help.

The twelve years since the first FETP was initiated in Thailand have been a period of dramatic
change in health infrastructure and in the organization of public health in host countries as well asin the
United States. It isdifficult to overstate the impact of decentralization on the FETP. The program was
founded to build epidemiology capacity in each participating country, largely in or in coordination with
the national ministry of health. Yet in each of the countries we visited, the practice of public health,
precisely the areain which applied epidemiology is used, is moving out of the national MOH and to the
local level. Thishasimpacted every aspect of the program: recruitment, the appropriate content of
training, the overall public health usefulness of the FETP to the public health sector, and the nature of the
networks that are needed to support high quality public health services. Maoreover, the sustainability of
the FETP model itself, as exemplified in itsindividual implementations, is critically dependent on the

degree to which the program can evolve to meet the needs of a new kind of system.

9.1.1 Recruitment

Recruitment of countriesinto the FETP is an opportunity-driven and iterative process that
depends on negotiating commitment and resources from organizations and institutions in host countries
and/or from donor agencies outside of CDC. We advance an hypothesis based on our experience in this
study — akey element in recruitment of countriesisidentifying a strong in-country “champion” for the
program. We did not look at programs that failed, so we cannot discuss the causes of failure. We do

note, however, that in al of the countries we visited, there was a committed person or group of people
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who worked very hard to ensure that the FETP was nourished through the start-up phase and made a
successful transition through implementation to autonomy. In other words, someone in a senior position

was paying attention to the program even if that person did not remain directly responsible for it.

9.1.2 Quality of Training

When we began this evaluation, we expected to encounter differences of opinion around the
correct balance of applied and theoretical training in the FETP program. We did encounter some
discussion of thisissue, particularly among trainees and recent graduates. But in the countries that we
visited, thiswas less of an issue than we expected it would be. The applied focus of training is akey
characteristic of the FETP that is almost universally supported in the countries we visited. There was
strong support for the idea that the applied orientation of the FETP is producing akind of public health
practitioner that is not coming from other programs: a practical, problem-oriented brand of
epidemiologist. Our respondents were clear that they did not want this to change.

Graduates responding to our survey and interviewed in our site visits reported good coverage of
the core areas of epidemiologic method and theory in both the classroom and field components of the
training program. Program coverage of management skills, such as planning, evaluation and budgeting
and of dissemination and communication is less widely reported by graduates, although more graduates
reported these for the field component than for the classroom component. This may mean that these
topics were better covered in the field component. However, it may also mean that graduates
remembered their field work better than they remembered the classroom part of thetraining. Itis
probably more important in assessing content of the curriculum to look at what skills they report using on
their jobs.

Decentralization has meant that outbreak investigation — the core of theinitial FETP design for
applied epidemiology experience — is the responsibility of local health officials rather than
representatives of the national ministries of health. This shifts the role of FETP trainees from direct
outbreak investigation to a more facilitative role that involves technical consultation and training. FETP
trainees need to learn sound epidemiol ogic methods, but the new situation places additional pressure on
them. They must also have specialized expertisein public health topics (such as emerging diseases or
chronic disease programs) as well as enhanced capabilitiesin training, policy, and resource management
to support local officialsin designing and implementing interventions. Therole of FETP trainees as

“outbreakers’ becomes less viable as this function devolves to lower levels of the system. At the same
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time, the epidemiologica capability of lower level officidsimproves, at least in part because FETP
graduates move into these jobs.

Surveillance is a'so moving to the local level. However, thiswill be more difficult to do
successfully because the management of surveillance systems requires a high level of statistical and
computer expertise, and because provincial level surveillance datais not adequate for many public health
programs. Effective surveillance requires a broader perspective than asingle locality provides, at least for
communicable diseases that do not recognize political boundaries and for chronic diseases that require
tertiary services for diagnosis — services unlikely to be available in most localities. For thisreason, a
national surveillance function can be expected to continue providing training opportunities for the FETP

in the future.

9.1.3 Public Health Usefulness

The FETPs we studied were founded primarily in order to build epidemiol ogic capacity within
the respective ministries of health. The Philippines FETP, for example, hoped to train people who would
“devote at least another four years after graduation to field epidemiology.” With the advent of
decentralization, however, a need to prepare epidemiologists for work at the state and local levels has also
arisen. In provinces and districts, epidemiol ogists are needed to develop and maintain surveillance
systems, manage outbreak investigations, and follow up with prevention and control procedures. In
hospitals, epidemiologists are needed to fight infection and to design, implement, and eval uate
interventions. Epidemiologic knowledge is aso needed at the primary level to “put epidemiology on the
ground,” as a Mexican respondent noted.

One might conclude that a*“critical mass’ of FETP alumni is necessary before any far-reaching
impact of the program on the development of public health in the countries can be observed, and before
the program’ s organizers and participants think they are making a difference. During the initiation period
of an FETP, the tasks before the program’ s organizers and participants loom large and their means to
address them remain minimal. A Spanish respondent referred to the number of graduates produced thus
far by the Spain FETP as “one grain of sand,” and hypothesized that it isonly if FETP continues and
more people receive training that a change will be observable. Another Spanish respondent explained
how the development of a critical mass of FETP graduates will contribute to the overall development of
public health in Spain. In the respondent’s opinion, public health has yet “to reach the operative level

where it achieves an important level of attention.” The respondent believes the FETP graduates will

123



contribute directly to this by applying and sharing what they have learned from the program in the
situations they encounter in their jobs.

Our impression isthat FETP isin fact functioning as atrain-the-trainers program and that a great
deal of formal and informal training is occurring in the post-graduation years. Given the fact that FETP
alumni will likely find themselves at some point in their career training others, some instructionin
training methods may be warranted. Also, dedicating resourcesto FETP training activitiesin
communities might increase the diffusion rate of epidemiologic methods and principles — acritical issue
in adecentralized health system.

9.1.4 Public Health Networks

The FETP concept was derived from the model of the successful Epidemic Intelligence Service.
EIS has provided a strong basis for technical support of public health in the United States by creating a
cohort of epidemiologists who share atraining experience. They are located in CDC and dispersed
throughout the United States. The “old school ti€” of the EISis a powerful asset to public hedth in the
United States because it constitutes a national network that is activated in emergency situations. People
call their friends when they need information and assistance. Thereis some evidence that thisis
happening in some of our site visit countries, but not in others. There isreason to believe, however, that
the need for thisinformal network will become even more crucia as decentralization moves forward in
these countries.

The assumption that everyone will be able to participate in the international public health
community in English isaproblem. The FETP program requires communication in English asa
condition of participation, and CDC assumes this capacity in developing support for programs. Meetings
are conducted in English and documents are prepared in English. Thisis probably the only practical way
for CDC to support the program overall. But 14 of 16 FETP programs are located in non-English-
speaking countries. While FETP participants normally can communicate in English, their ability to
perform at a professional level in thislanguage varies considerably. For example, many FETP trainees
who are not native English speakers can present a paper in English, but have great difficulty responding
adequately to questions from the audience.

Not everyone can go to international meetings because of high travel costs to distant destinations.
International meetings are an important incentive for publication for FETP trainees. But thisistoo costly

to form a basis for the creation of strong international networks.
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Regional networks with their own meetings offer a better possibility. Regional cooperation in
training, technical assistance and dissemination has cropped up from time to time in discussions of future
directionsfor the FETP. The Europeans and the Asians are beginning to move in this direction; but this

theme did not come up in our site visit discussions of international linkages.

9.1.5 Sustainability

A strong message from all of our experience with FETPs has been that one size will not fit all.
The FETPs must be flexible and adaptable to the state of public health in participating countries and must
respond to changing political and economic conditionsif they are to be sustained. Since we only went to
countries that had ongoing programs, we have no data on the conditions underlying failure of programs.
But those that we studied have all been required to adapt to health agency reorganizations, funding
limitations, leadership crises and redefinition of the role of national ministries of health. They have all
managed to do so, and even to take advantage of new conditions.

In our interviews, training staff and graduates alike recognized that decentralization brings with it
new opportunities for a democratization of knowledge and a sharing of burdens that will strengthen the
public health systems of their countries. The FETPs clearly have aroleto play in training a new
generation of epidemiologists who will operate the provincial surveillance systems and lead the teams that
investigate outbreaks. However, thisroleis quite different from that of the FETP s earlier mission of
staffing Ministries of Health with qualified epidemiologists. By and large, the FETP has done thisjob
well in the countries that we visited. But these are not laurels on which the program can afford to rest for
very long.

When we began this evaluation, there was some question about the ability of FETP countriesto
absorb the continual stream of epidemiologists that an effective, autonomous and institutionalized FETP
would produce. This concern is not supported by our data. Consistent with itsinitial goal to develop
“field epidemiologists,” the FETPs have been successful in creating a new breed of technically-trained
“real world” public headth practitioners, and at an opportune time. Decentralization has moved rapidly in
the years since the implementation of the first FETP in Thailand in 1980, and it has created an expanding
market for what the FETP produces.

Institutionalization is not well defined inthe FETP program. The definition we used was
arbitrary in the sense that reasonabl e devel opment experts might disagree as to whether these are the

correct indicators of long term viability of a program within a government structure. The definition of
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ingtitutionalization is always somewhat arbitrary, since thisis a process without clear-cut benchmarks or a
singletrgjectory in al instances. But defining institutionalization is less important than recognizing when
it is occurring and how this affects the sustainability of programs. In most cases, programs need aregular
position in an agency organizational chart, regular funding, and an explicit roleto fill if they areto
survive political and economic changes in their governments. But here too, one size will not fit all. For
example, the program in the Philippines does not officially have an institutiona “home” for legal reasons
unique to the Philippines. Y et this program has been sustained since 1987 and performs a critical public
health role in that country.

9.2 Recommendations

At the conclusion of each findings chapter, we have summarized recommendations made by
respondents for improvements to the FETPs in countries we visited. These recommendations are made
from the stakeholders' perspectives: that of participating countries and that of individual participantsin
the FETP. While these give some indication of measures that can be taken to improve the program as a
whole, they do not focus on the FETP as a CDC program.

In this section, we shift to the CDC perspective, making the following recommendations for
actionsthat CDC can take in its own administration and management of the FETP program. In
devel oping this section, we have tried to focus our recommendations on program areasin which CDC can
exert some influence. Since CDC'sroleislargely in afacilitating and advisory capacity, many of these

recommendations can only be implemented through CDC'’ stechnical influence and prestige.

9.2.1 Recommendationsfor Improving Program Recruitment and Development

CDC should look for a strong in-country counterpart to champion the program in the MOH (or
similar national agency) in which the FETP must eventually become institutionalized. In establishing
new programs, CDC should identify such individuals early in the process and assure their commitment to
the FETP as much as possible over at least the first few years. Host country “champions’ should be key
playersin al negotiations around planning, implementing and modifying the program.

CDC should work to develop guidance for new FETPs based on precedent, learning from past
problems and difficulties as well as from successes, and focusing on the fundamental elements of

programs that work. For example, we have seen in this study that it would be a good ideato liberate
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trainees from some of their work when they return to their positions during the second year of the
program. CDC could bring this information to negotiations for future study. Guidance can take the form
of written guidelines to be disseminated to program staff who are implementing programs. Generally
speaking, brief, simple, and broad guidance is more useful across many different countries that overly
detailed and overly prescriptive recommendations.

CDC should be assured that all parties involved agree on the conditions under which the program
is being initiated before committing to the support of an FETP. The conditions to be agreed upon may
vary, although this research suggests some agreements that improve the likelihood of success. For
example, there should be afull-time counterpart in the country, trainees should have at |east minimal
financial support, computers, release time, etc. However, the presence of an agreement and monitoring of
that agreement over the early stages of the FETP isimportant. If thereis significant deviation from what
experience has shown to be effective, CDC may wish to re-consider its support of programs that fail to
reach autonomy or become institutionalized.

CDC should encourage FETPs to broaden participation in the trainee selection process by
involving avariety of MOH program directors, as well as representatives from other government agencies
concerned with occupational health, environmental health, injury and other non-communicabl e disease
areas. Thiswould improve buy-in to the FETP at the national level and might enlarge the trainee pool by

making the program more broadly known to other potential “users’ of FETP graduates.

9.2.2 Recommendationsfor Improving the Quality of Training

CDC should encourage host country programs to develop aformal curriculum that covers other
surveillance systems, moving beyond infectious disease into surveillance of non-communicable diseases,
injuries and violence. Thisis essential if graduates are to be responsive to emergent health problemsin
their countries over the course of their careers. There should aso be training in the application of
epidemiological methods appropriate to these conditions.

The field experience a so should be expanded to include some exposure to program planning and
evaluation, public health administration, health economics and similar areas around a variety of public
health issues. Thiswill prepare trainees to address the increasingly complex problems being referred to
FETPs from the regional and local levels, where specidization in epidemiology as strictly defined is
seldom consistent with broad job responsibilities.
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Material on the political redlities of public health delivery and itsimplications for managing
outbreaks and other public health problems should be covered in the curriculum. Practicing
epidemiologists will need increased political sensitivity under decentralization. They can be prepared for
political problemsiif they are taught to think about this as part of their training. In this context, media
relations should be part of the FETP curriculum to prepare trainees to work with the press. The
Philippines FETP provides a model of how this can be done.

Training should make better use of targeted, specia purpose workshops that provide trainees with
specialized expertise. For example, one graduate suggested a workshop on how to conduct negotiations
with superiorsin Ministries of Health. Another suggested ending training with aworkshop that integrates
all of the elements presented in the program. Whatever the topic, focused attention on a critical issue for
one or more days is agood way to forge theoretical and practical experience into a useful tool.

Distance learning options should be explored for trainees who may not be able to leave their
positions for the full length of the program. CDC should help FETPs to make optimum use of state-of-
the-art technology and be prepared to upgrade technological approaches as better ways of communicating

become available.

9.2.3 Recommendationsfor Improving Public Health Usefulness

For the greatest impact of the FETP on the country’ s public health infrastructure, trainees must
apply their training effectively. Epidemiology training alone will not create public health systems that
can adapt to shifting organizationa arrangements and emergent public health needs; it must be applied to
the country’ s leading public health problems.

CDC should encourage FETPs to move from a reactive to a proactive mode in bringing
epidemiological expertise to the public health infrastructure of their countries. Surveillance systems are
needed that will help identify problemsin advance of acrisis, so that communities can be advised about
preventive measures. When the needs of the country warrant it, they should move strategically to
establish surveillance of conditionsin addition to acute, infectious diseases, including chronic diseases,
trauma and injury, and occupational and environmental health.

CDC can encourage FETPs to broaden the program to include training in the basic skills of
management and administration, program design and development, planning and evaluation. These can
provide important connections between the FETP and the policy and decision-making apparatus in

ministries of health. In many programs, the mgjority of FETP graduates will end up in positions with
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administrative responsibilities at variouslevels. In these positions, FETP graduates will need to be able
to plan and evaluate programs, as well as to design, implement, and monitor interventions and health
service delivery systems.

Most FETP graduates will become part of the government function for managing public health
problemsin their countries. Regardless of whether they become decision makers, FETP participants need
to understand policy and decision-making procedures and mechanisms for effective surveillance and
outbreak investigations. They must know how to convince policy makers of the need for public heath
action. To do thisthey must have an understanding of economic issues and financial planning.

CDC should be alert to the need to identify and support the emergence of strong public health
leadersin FETP countries. And they should encourage building leadership within the FETP training
itself. When programsfail, they almost always fail because of alack of leadership and team-building.
Even in the course of the core FETP activities of surveillance and outbreak investigation, team-building
and leadership skills are important for the mobilization of staff and health professionalsin support of
these activities. Leadership can be taught and practiced in training programs like the FETP.

9.2.4 Recommendationsfor Improving Professional Linkages

Establishing FETPsin the host countries has devel oped and strengthened ties between the
participating countries, CDC, and other health organizations in the United States. Connections through
the CDC consultant during the early years of the programs have led directly to important contacts and
collaboration with public health researchers at CDC and elsewhere. Although FETP has not yet had a
large impact on broader international networks, thisisarole that the long-standing programs are eager to
see grow and expand.

It would be helpful if CDC could expand its efforts to place the FETP within an international
network of public health organizations. Its role would encompass helping to develop the basis for an
international epidemiologic network that should be governed and managed outside of CDC. The
Association of State and Territorial Health Officialsisamodel for this. In addition, regiona networks
would be an important step to broaden the base of participation in the network and generate new sources
of regionally appropriate technical assistance.

Improved language support services at international meetings isimportant for epidemiologists
whose primary language is not English. This could be done by mobilizing facilitators who are bilingually

competent. It would also be helpful to provide or designate trand ators to assist with questions at FETP
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Directors Meetings and other international meetings. CDC should trand ate written material at least into

Spanish. FETP directors and trainers, even trainees, may be willing to help translate materialsif asked.
Another important role for CDC would be to provide language and editorial assistanceto FETP

participants who submit publications to English-language international journals. CDC has clear expertise

in this area and such support fits well within CDC'’ s technical assistance mission.

9.2.5 Recommendationsto I mprove Sustainability

Many of the recommendations in this area focus on ways to look ahead to autonomy and
ingtitutionalization of FETPs and prepare the way for these transitions. This can be done through advance
planning and by seeking opportunities to ensure that the FETP is widely recognized for the good work
that it does.

CDC should work with host countries to raise the profile of FETP achievements so that the
program can continue to attract trainees and maintain itself despite political changes. It isimportant to
seek opportunities to help health administrators, at all levels and in all sectors of the health system, to
understand the importance of epidemiology as a public health science. This can be done by showcasing
the FETP in any appropriate venue available: at professional meetings of other medical fields, at specia
purpose conferences, and in professiona and popular publications. Therole of the FETPs as advocates
for epidemiology in the health sectors of their respective countries was arecurring theme in our site visits.
One respondent told us that clinical epidemiology will not have an impact on the larger health issues, yet
that is where the best people are heading. There needs to be greater recognition of the value of field
epidemiology for the FETP to thrive and accomplish its public health mission.

In some cases, there needs to be an increase in the profile of the FETP in the Ministry of Health.
People who make decisions about priorities and funding in the MOH need to be convinced of the benefits
of the program. Faculty support, through sponsorship of ongoing, in-country research with short-term,
long-distance technical assistance from CDC, would be of great benefit. Thiswould also provide
research opportunities for trainees and would generate a favorabl e reputation for the FETP among
government officials, academics and clinical practitioners.

CDC'sprestige as an international |eader in epidemiology can be mobilized to highlight
accomplishments of host-country programs to the advantage of FETPs, especially in the early part of
implementation when the program may not yet be well-known. CDC site visits, attendance of host

country FETP staff at international meetings, and of course the presence of CDC-sponsorship of the
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FETP, are helpful if brought to the attention of policy makersin the ministries of health and in other
government agencies. CDC staff could work with host country FETP staff to identify opportunities to
publicize to the health sector in the host country the benefits of having an FETP.

Sustainability can be enhanced by developing a broad and precise consensus among health
professionals at the district, regional, and local levels about what the FETP can do in the community.
Establishing a dia ogue around the FETP at the community level will generate buy-in, and potentially
trainees, so that interest in the FETP comes from inside the community rather than being foisted on the
community from outside.

Finaly, at start up, CDC can work with in-country health professionals and CDC consultants to
develop an institutionalization plan appropriate to the specific country. This should contain goals and
obj ectives, proposed methods for attaining them, and reasonable timelines. This plan should be

mentioned and discussed as part of regular program reviews.

9.3 Recommendationsfor CDC’sFuture Rolein the FETP

Many of these recommendations cannot be implemented directly by CDC because of the nature
of the FETP. To protect the flexibility of the program and the in-country ownership that is essential for
sustainability, CDC can only give advice as persuasively as possible. However, there are three clear roles
for CDC that are relevant to FETPs X whatever their relationship to CDC, their own Ministries of Health
or their stage in the FETP process.

First, CDC can provide prestige and political clout to those in-country advocates who are
championing the program. Sometimes just having visible CDC involvement improves the position of the
Ministry of Health in leveraging support for the program. For example, sending host-country FETP staff
to Atlanta or to international meetings, or site visits from CDC staff can help raise the profile of the FETP
in the host country. The profile of the program is an important benefit to FETP participants — it
enhances the capacity of public health officialsin host countries to access colleagues el sewhere who may
be encountering similar public health problems.

Secondly, specialized technica assistance isimportant. Thisisarolethat CDC — and especially
the Epidemiology Program Office X has often effectively assumed to support public health action in the
United States as well asinternationally. Short term, long-distance technical assistanceis best. Long-term
in-country support is very costly. However, respondents, even in autonomous countries, see a need for

continuing CDC'’srole in providing specialized technical assistance on request.
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Finally, support of an international network isarole that CDC has played in the past and can
continue to play in the future. Thisisa special, but not always problem-free, niche that CDC has
established over the 18 years of the FETP. CDC’sfocusison turning over the work of building and
maintaining international connections to public health colleaguesin other parts of the world. Top-down
networking will not work. Unless a network emerges from the bottom up, there will be no initiative to
activate it and useit. CDC'srole should be that of aleader among equals, recruiting othersto help build

and maintain the routine linkages.
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